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1874  EicoED,  Philippe,  M.D.,  Ex- Surgeon-in- Chief  of  the 
Hopital  du  Midi,  and  late  President  of  the  Academy  of 
Medicine,  Paris. 

1881  Veeneuil,  Abistide,  Professor  of  Clinical  Surgery  at  the 

Faculty  of  Medicine,  Paris. 

1882  VoLKMANN,  Peofessoe  Eichaed,  Medical  Privy  Councillor, 

Director  of  the  Surgical  Clinique,  University  of  Halle. 

1874  ZiEMSSEN,  H.  VON.  M.D.,  Professor  of  Clinical  Medicine  at 
Erlangen. 
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ElECTED 

1879  Abeeceombie,  John,  M.D.,  Assistant  Physician  to, 
and  Lecturer  on  Forensic  Medicine  at,  Charing 
Cross  Hospital ;  23,  Upper  Wimpole  Street,  Caven- 
dish Square,  W. 

Orig.  Memb.  Acland,  Sir  Hekey  Wentwoeth,  M.D.,  K.C.B., 
LL.D.,  F.E.S.,  Honorary  Physician  to  H.R.H.  the 
Prince  of  Wales,  and  Regius  Professor  of  Medicine 
in  the  University  of  Oxford ;  Broad  Street,  Oxford. 
(V.P.  1868-70.) 

1879  Adams,  James  Edwaed,  Grately,  Andover,  Hants. 
Trans.  1. 

1879  Adams,  William,  Tower  Lodge,  Regent's  Park 
Eoad,  N.W. 

1883  Adams,    William     Coode,    M.B.,    Tower    Lodge, 

Regent's  Park  Road,  N.W. 

1884  Adeney,  Edwin  Leonaed,   M.D.,  3,  Sion  Terrace, 

Mount  Sion,  Tunbridge  Wells. 

1870  fALLBUTT,  Thomas  Clifeoed,  M.D.,  F.R.S.,  Phy- 
sician  to  the  Leeds  General  Infirmary ;  35,  Park 
Square,  Leeds.     Trans.  3. 
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Elected 
1883        Allchtis",   William    Henet,    M.B.,    Physician    to, 
Lecturer  on  Medicine  at,  the   Westminster  Hos- 
pital ;  5,  Chandos  Street,  Cavendish  Square  W. 

1885  Allingham,  Heebeet  "William,  25,  Grosvenor 
Street,  W. 

1871  Althaijs,  Julius,  M.D.,  Physician  to  the  Hospital 
for  Epilepsy  and  Paralysis,  Regent's  Park ;  48, 
Harley  Street,  Cavendish  Square,  W.  (C.  1879- 
81.)     Trans.  5. 

1883  Andeeson,  James,  M.D.,  CM.,  Assistant  Physician 
to  the  City  of  London  Hospital  for  Diseases  of  the 
Chest ;  84,  Wimpole  Street,  Cavendish  Square,  "W. 
Trans.  1. 

1868  Andeeson,  John  Foed,  M.D.,  28,  Buckland  Crescent, 
Belsize  Park,  N.W. 

1883  Andeeson,  "William,  Assistant  Surgeon  and  Joint 
Lecturer  on  Anatomy,  St.  Thomas's  Hospital ;  13, 
"Welbeck  Street,  Cavendish  Square,  "W.     Trans.  2. 

Oriff.  Memb.  Andeew,  James,  M.D.  ("V.P.),  Physician  to,  and 
Lecturer  on  Medicine  at,  St.  Bartholomew's  Hos- 
pital ;  22,  Harley  Street,  Cavendish  Square,  "W. 
(C.  1872-4,  V.P.  1885-6.)     Trans.  1. 

1885  Aemsteong,  Heitet  Geoege,  Heathcote,  Crowthorne, 
Berkshire. 

Orig.  Memb.  Aenott,  Henet.     (C.  1871-5.)     Trans.  3. 

1880  *Bakee,  Henet  Feancis,  Assistant  Surgeon  to  the 
Eoyal  Orthopaedic  Hospital,  30a,  George  Street, 
Hanover  Square,  W. 

Orig.  Memb.  Bakee,  "W.  Moeeant,  Surgeon  to  St.  Bartholomew's 
Hospital  ;  Consulting  Surgeon  to  the  Evelina 
Hospital  for  Sick  Children  ;  26,  "Wimpole  Street, 
Cavendish  Square,  "W.  (C.  1873,  V.P.  1884-5.) 
Trans.  6. 

1880  Ball,  B.,  M.D.,  Professor  to  the  Faculty  of  Medi- 
cine of  Paris ;  3,  Faubourg  St.  Honore,  Paris. 

1878  Ball,  James  Baeet,  M.D.,  29,  Belgrave  Eoad, 
S.W. 

1883  Ballance,  Chaeles  Aleeed,  M.B.,  Assistant  Sur- 
geon, "West  London  Hospital ;  Demonstrator  of 
Anatomy,  St.  Thomas's  Hospital ;  56,  Harley  Street, 
Cavendish  Square,  "W.     G.S.  2. 
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Elected 
1868        Bantock,  GrEORGE  GrEANViLLE,  M.D.,  Supgeon  to  the 
Samaritan   Free   Hospital ;    12     Granville    Place, 
Portman  Square,  W. 

1876  Babkee,  Abthue  E.  J.,  Surgeon  to  University  Col- 
lege Hospital,  and  Assistant  Professor  of  Clinical 
Surgery  and  Teacher  of  Practical  Surgery  at  Uni- 
versity College ;  87,  Harley  Street,  Cavendish 
Square,  W.     (C.  1883-5.)     Trans.  7,  G.8.  3. 

1882  Baekee,  Feedeeick  Chaeles,  M.D.,  Surgeon-Major, 
Bombay  Medical  Service,  India  [care  of  Aethub 
Baekee,  Esq.,  87,  Harley  Street]. 

1875  Baelow,  Thomas,  M.D.,  Physician  to  University 
College  Hospital,  to  the  Hospital  for  Sick  Chil- 
dren, Great  Ormond  Street,  and  to  the  London 
Fever  Hospital ;  10,  Montague  Street,  Eussell 
Square,  W.C.    (C.  1880-82.)    Trans.  9,  G.S.  1. 

Orig.  Memh.  Baewell,  Eichabd,  Surgeon  to,  and  Lecturer  on 
Surgery  at,  the  Charing  Cross  Hospital ;  55,  Wim- 
pole  Street,  Cavendish  Square,  W.  (C.  1872-5, 
V.P.  1877-9.)     Trans.  17. 

Orig.  Memb.  Bastian,  Henet  Chaelton,  M.D.,  F.R.S.,  Physi- 
cian to  University  College  Hospital,  and  to  the 
National  Hospital  for  the  Paralysed  and  Epileptic, 
and  Professor  of  Clinical  Medicine  and  of  Patho- 
logical Anatomy  at  University  College  ;  20,  Queen 
Anne  Street,  W.     (C.  1876-8.)     Trans.  4. 

1882  Bateman,  Alfred  G.,  M.B.,  13,  Canonbury  Lane, 
Islington,  N.,  and  64,  Longridge  Eoad,  South 
Kensington,  S.W. 

1886  Battle,  William  Henet,  Eesident  Assistant  Sur- 
geon, St.  Thomas's  Hospital.     G.S.  1. 

1868  Batjmlee,  Cheistian  G.  H.,  M.D.,  Professor  of 
Materia  Medica  in  the  University  of  Erlangen. 
Trans.  4. 

1875  Beck,  Marcus,  M.S.,  Professor  of  Surgery,  Uni- 
versity College,  London,  and  Surgeon  to  University 
College  Hospital ;  30,  Wimpole  Street,  Cavendish 
Square,  W.     (C.  1880-81.)     Trans.  1. 

1880  *Beevoe,  Charles  Edwaed,  M.D.,  Assistant  Phy- 
sician to  the  National  Hospital  for  Paralysed  and 
Epileptic ;  33,  Harley  Street,  Cavendish  Square,  W. 
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Elected 
1875  Bellamy,  Edwaed,  Surgeon  to  Charing  Cross  Hos- 
pital ;  Lecturer  on  Artistic  Anatomy  in  the  Science 
and  Art  Department,  South  Kensington  ;  17,  Wina- 
pole  Street,  Cavendish  Square,  W.  (C.  1879-80.) 
Trans.  3. 

1884  Benham,   Feedeeick  Lucas,   M.D.,  93,  Elizabeth 

Street,  Eaton  Square,  S.W. 

1883  Benham,  Eobeet  Fitzeot,  Abercorn  House,  Baron's 
Court,  S.W. 

1885  Bennett,  A.  Hughes,  M.D.,  Assistant  Physician  to 

the  Westminster  Hospital ;  76,  Wimpole  Street, 
Cavendish  Square,  W.     Trans.  1. 

1878  Bennett,  Stoeee,  Dental  Surgeon  to,  and  Lecturer  on 

Dental  Surgery  at,  the  Middlesex  Hospital ;  Dental 
Surgeon  to  the  Dental  Hospital  of  London ;  17, 
George  Street,  Hanover  Square,  W. 

1874  Bennett,  William  Henet,  Assistant  Surgeon  to 
St.  G-eorge's  Hospital ;  1,  Chesterfield  Street,  May- 
fair,  W.     Trans.  1. 

1882        Beeet,  Eeedeeick  Hatoeaft,  M.B.  ,  Watford,  Herts. 

1886  Beeet,  James,  27,  Upper  Bedford  Place,  W.C. 

1882  Bindley,  Philip  Heney,  M.B.,  56,  Highbury  Hill,  N, 

1879  BiNDON,  William   John  Veeekee,  M.D.,  18,  St. 

Ann's  Street,  Manchester. 

1883  Biss,  Cecil  Yates,  M.D.,  Assistant  Physician  to  the 

Middlesex  Hospital,  and  to  the  Hospital  for  Con- 
sumption, Brompton  ;  65,  Harley  Street,  Cavendish 
Square,  W. 

1881  Black,  James,  Assistant  Surgeon  to  the  North-West 
London  Hospital;  Lecturer  on  Anatomy,  West- 
minster Hospital,  16,  Wimpole  Street,  Cavendish 
Square,  W. 

1883  BowLBT,  Anthony  A.,  Curator  of  the  Museum,  St. 
Bartholomew's  Hospital ;  75,  Warrington  Crescent, 
Maida  Vale,  W. 

1883  fBowLES,  Eobeet  Leamon,  M.D.,  8,  West  Terrace, 
Folkestone. 

1868  Beace,  William  H.,  M.D.,  7,  Queen's  Gate  Terrace, 
Kensington,  W.     (C.  1876-7.) 

1883  Beadshaw,  James  Dixon,  M.B.,  30,  George  Street, 
Hanover  Square,  W. 
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Elected 

1878  Bbidges,  Eobeet,  M.B.,  M.A.,  The' Manor  House, 

Tattendon,  Berkshire.     Trans.  1. 
1868        Bright,   Geobge    Chaeles,   M.B.,  29,    Luttichen 

Strasse,  Dresden. 
1868        Bbight,  John  Meabitrit,  M.D.,  Forest  Hill,  S.E. 

Oriff.  Memh.  Bristowe,  John  S.,  M.D.,  E.E.S.,  Phyncian  to,  and 
Lecturer  on  Medicine  at,  St.  Thorns b's  Hospital ; 
Medical  Officer  of  Health  for  Camberwell ;  11,  Old 
Burlington  Street,  W.  (C  1869-70,  V.P.  1879- 
80.)     Trans.  3. 

Oriff.  Memb.  Broadbent,  William  Henet,  M.D.,  Physician  to, 
and  Lecturer  on  Medicine  at,  St.  Mary's  Hospital ; 
Physician  to  the  London  Fever  Hospital ;  34,  Sey- 
mour Street,  Portman  Square,  W.  (C.  1871-3, 
V.P.  1881-3.)     Trans.  17. 

Ori^.  Memb.  Brodhurst,   Bernard    Edward,    Surgeon    to    the 
E-oyal  Orthopaedic  Hospital ;  20,  Grosvenor  Street, 
W.     Trans.  2. 
1876        Beowne,  George  Buce:ston,  80,  Wimpole  Street, 
Cavendish  Square,  W. 

1883  Bruce,  John   Mitchell,  M.D.,  Physician  to,  and 

Lecturer  on  Materia  Medica  at,  the  Charing  Cross 
Hospital ;  Assistant  Physician  to  the  Hospital  for 
Consumption,  Brompton;  70,  Harley  Street,  W. 

Oriff.  Memb.  Bryant,  Thomas  {President),  Surgeon  to,  and 
Lecturer  on  Surgery  at,  Guy's  Hospital ;  53,  tipper 
Brook  Street,  Grosvenor  Square,  "W.  (C.  1872, 
V.P.  1876-7,  P.  1885-86.)     Trans.  7. 

Oriff.  Memb.  Buchanan,  George,  M.D.,  F.E.S.,  Medical  Officer 
of  the  Local  Government  Board;  24,  Nottingham 
Place,  W.     (C.  1877.) 

1884  Buck,    William   Elgae,  M.D.,  5,  Welford  Eoad, 

Leicester. 

1881  Burnet,  Eobeet  William,  M.D.,  94,  Wimpole 
Street,  Cavendish  Square,  W.     Trans.  1. 

1879  BuETON,  William   Edwaed,   24,  Wimpole  Street, 

Cavendish  Square,  W. 

1881  BuTLiN,  Henet  Teentham,  Assistant  Surgeon  to, 
and  Demonstrator  of  Practical  Surgery  and  Dis- 
eases of  the  Larynx  at,  St.  Bartholomew's  Hospital ; 
47,  Queen  Anne  Street,  Cavendish  Square,  W. 
Trans.  2. 

1871        Butt,  William  F.,  48,  Park  Street,  Park  Lane,  W. 
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Elected 

1884  Buxton,  DuDLEr  Wilmot,  M.D.,  B.S.,  82,  Mortimer 

Street,  Cavendish  Square,  W. 
Oriff.  Memh.  Buzzaed,  Thomas,  M.D.,  Physician  to  the  National 
Hospital   for    the   Paralysed   and   Epileptic ;    56, 
Grosvenor   Street,   W.      (S.    1870-2,  C.   1873-6, 
V.P.  1880-1.)     Trans.  14,  C.S.  1. 
1886         Cahill,  John,  26,  Albert  Gate,  S.W. 
1880        Caeeington,  Eobeet  Edmund,  M.D.  (C),  Ass^istant 
Physician  to,  and  Demonstrator  of  Pathology  at, 
Guy's    Hospital  ;     Visiting    Physician,    Seamen's 
Hospital,    Greenwich  ;    15,    St.    Thomas's   Street, 
Southwark,  S.E.     (C.  1886.)     Trans.  5. 

1883  Caetee,  Feedeeick  Heales,  Eaton  "Villa,  Bellevue 

lioad,  Upper  Tooting,  S.W. 
1869  Caetee,  Eobeet  Beudenell,  Ophthalmic  Surgeon 
to,  and  Lecturer  on  Ophthalmology  at,  St.  George's 
Hospital ;  Surgeon  to  the  Royal  South  London  Oph- 
thalmic Hospital;  27, Queen  Anne  Street,  Cavendish 
Square,  W.     (C.  1873-6,  V.P.  1879-81.)    Trans.  8. 

1885  Caton,  Richaed,  M.D.,  18,  Croxteth  Eoad,  and  86, 

Eodney  Street,  Liverpool.     Trans.  1. 

1868  Cavaey,  John,  M.D.,  Physician  to  St.  George's 
Hospital ;  2,  Upper  Berkeley  Street,  Portman 
Square,  W.  (C.  1881-83.)  Trans.  4. 
Orig.  Memh.  Catlet,  William,  M.D.  (V.P.),  Physician  to,  and 
Lecturer  on  the  Principles  and  Practice  of  Medi- 
cine at,  the  Middlesex  Hospital;  Physician  to  the 
London  Eever  Hospital,  and  to  the  North-Eastern 
Hospital  for  Children  ;  27,  "Wimpole  Street,  W. 
(C.  1874-5,  S.  1876-8,  C.  1879-80,  V.P.  1885- 
86.)  Trans.  7,  G.S.  1. 

1885  Chalmees,  John,  M.D.,  29,  Keppel  Street,  Eussell 
Square,  W.C. 

1884  Chapman,  Paul  M.,  M.D.,  Physician  to  the  Hereford 

General  Infirmary,  1,  St.  John  Street,  Hereford. 

1885  Chetne,  "W.  Watson,  M.B.,  CM.,  Assistant  Surgeon 

and  Demonstrator  of  Surgery  to  King's  College  Hos- 
pital; 14,  Mandeville  Place,  Manchester  Square,  W. 

1873  Chisholm,  Edwin,  M.D.,  Abergeldie,  Aslifield,  near 
Sydney,  New  South  Wales. 

1868         Cholmelet,  William,  M.D.,  Physician  to  the  Great 

Northern  Hospital,  and  Consulting  Physician  to 

the  Margaret  Street  Infirmary  for  Consumption ; 

.     63,  Grosvenor  Street,  W.    (C.  1871-3.)    Trans.  2. 
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Elected 
Oriff.  Memh.  Chukch,  "William  Selbt,  M.D.,  Physician  to,  and 
Lecturer  on    Clinical   Medicine  at,  St.    Bartholo- 
mew's Hospital  ;    130,    Harley   Street,    Cavendish 
Square,  W.     (C.  1874-6.) 

1873  Chueton,  Thomas,    35,    Clarendon    Eoad,    Leeds. 

Trans.  2. 
1882         Clapham,    Edward,     M.D.,    29,    Lingfield     Eoad, 
Wimbledon. 

Orig.  Memh.  Clapton,  Edwabd,  M.D.,  10a,  St.  Thomas's  Street, 
Southwark,  S.E.     (C.  1872-4.)     Trans.  1. 

Orig.  Memh.  Claek,  Sir  Andrew,  Bart.,  M.D.,  LL.D.,  F.E.S., 
Physician  to,  and  Lecturer  on  Clinical  Medicine 
at,  the  London  Hospital ;  16,  Cavendish  Square, 
W.  (C.  1876-8,  V.P.  1880-82,  P.  1883-84.) 
Trans.  2.\ 

1874  Clark,  Andrew,  Assistant  Surgeon  to,  and  Lecturer 

on  Practical  Surgery  at,  the  Middlesex  Hospital; 
19,  Cavendish  Place,  Cavendish  Square,  W. 

1885         Clark,  J.  M-.,  M.B.,  3,  York  Buildings,  Clifton,  Bristol. 

1885  Clarke,  William  Bruce,  M.B.,  Assistant  Surgeon 
to,  and  Demonstrator  of  Anatomy  at,  St.  Bartholo- 
mew's Hospital ;  46,  Harley  Street,  Cavendish 
Square,  W. 

1877  tCLAY,  EoBERT  HoGARTH,  M.D.,  4,  Windsor  Villas, 
Plymouth. 

1877  *Cltjtton,  Henry  Hugh,  M.A.  (C),  Assistant  Sur- 

geon to  St.  Thomas's  Hospital ;  2,  Portland  Place, 
W.     (C.  1885-86.)     Trans.  7. 

.1878  Collie,  Alexander,  M.D.,  Fever  Hospital  (Metro- 
politan Asylum  District),  The  Grove,  Homerton,  E. 

]882  Collier,  Herbert,  M.D.,  Marine  Villa,  Grorleston, 
Great  Yarmouth,  Norfolk. 

1878  Collins,  W.  Maunsell,  M.D.,  M.C.,  10,  Cadogan 

Place,  S.W. 

1882         CoLQUHOUN,  Daniel,  M.D.,  Duuedin,  New  Zealand. 

1872  Cooke,  Thomas,  Assistant  Surgeon  to  the  West- 
minster Hospital;  40,  Brunswick  Square,  W.C. 

1868         Cooper,  Frank  W.,  Leytonstone,  Essex. 

1880  Cottle,  Wtndham,  M.D.,  Senior  Assistant  Surgeon 
to  the  Hospital  for  Diseases  of  the  Skin,  Black- 
friars  ;  3,  Savile  Eow,  W. 
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1882 
1881 

1879 

1872 
1877 


Orig.  Memb. 

1872 

1882 
1879 

1879 

1868 

1872 
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Coupee,  John,  Surgeon  to  the  London  Hospital  and 
to  the  Royal  London  Ophthalmic  Hospital ; 
80,  Grosvenor  Street,  W.     (C.  1874.) 

CouPLAND,  Sidney,  M.D.  (C),  Physician  to,  and 
Lecturer  on  Practical  Medicine  at,  the  Middlesex 
Hospital;  14,  Weymouth  Street,  Portland  Place, 
W.     (S.  1883-4,  C.  1885-86.)     Trans.  3. 

Cousins,  John  Waed,  M.D.,  Eiversdale,  Kent. Road, 
Southsea. 

CoxwELL,  C.  p.,  M.B.,  [abroad].     Traris.  2. 

Ceeighton,  Chaeles,  M.D.,  11,  New  Cavendish 
Street. 

Ceipps,  William  Haebison  (C),  Assistant  Surgeon 
to  St.  Bartholomew's  Hospital ;  2,  Stratford  Place, 
Oxford  Street,  W.     (C.  1886.)     Trans.  3. 

Ceitchett,  Andeeson,  Ophthalmic  Surgeon  to  St. 

Mary's  Hospital  and  to  the  Royal  Free  Hospital ; 

21,  Harley  Street,  W. 
Ceockee,   Henet    Radcliffe,   M.D.    Physician   to 

the  Skin  Department,  University  College  Hospital ; 

Assistant  Physician  and  Pathologist  to  the  East 

London    Hospital    for    Children  ;     28,    Welbeck 

Street,  Cavendish  Square,  W.    (0.1884-6.)    Trans. 

14. 

Ceoet,  John,  Surgeon  to  St.  Thomas's  Hospital; 
48,  Brook  Street,  Grosvenor  Square,  W.  (C. 
1870-2,  V.P.  1882-4.)     Trans.  10. 

Dalbt,  Sir  William  Baetlett,  M.B.,  Aural  Sur- 
geon to  St.  George's  Hospital ;  18,  Savile  Row,  W. 
(C.  1879-81.)     Trans.  4. 

Dallawat,  J.  W.  Dennis,  Whitgift  House,  George 
Street,  Croydon. 

Davies-Collet,  J.  Neville  C,  M.B.,  M.C.  (C), 
Surgeon  to  Guy's  Hospital ;  36,  Harley  Street, 
Cavendish  Square,  W.     (C.  1885-86.)     Trans.  5. 

fDAVT,  Henet,  M.D.,  34,  Southernhay,  Exeter. 

Day,    William   Henet,    M.D.,   Physician    to    the 

Samaritan  Free  Hospital  for  Women  and  Children ; 

10,  Manchester  Square,  W.     Trans.  5. 

De  Casteo,  James  Cato,  M.B.,  Pau,  France. 

fDENNis,  Feedeeic  S.,  M.D.,  21,  East  21st  Street, 
New  York,  U.S. 
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Elected 
1875        Dent,  Clinton  T.  (C),  Assistant  Surgeon  to,  and 
Lecturer   on   Practical   Surgery  at,  St.    George's 
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College  Hospital,  and  Professor  of  Pathological 
Anatomy  in  King's  College,  London ;  18,  Devonshire 
Street,  Portland  Place,  W.  (C.  1872-4.)    Trans.  6. 
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of  Morbid  Anatomy  at  St.  Thomas's  Hospital ;  21, 
Welbeck  Street,  Cavendish  Square,  "W.  (C.  1886.) 
Trans.  5,  C.S.I. 
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Orig.  Memb.  Holt,  Baenaed  Wight,  Consulting  Surgeon  to,  and 
Lecturer  on  Clinical  Surgery  at,  the  Westminster 
Hospital ;  Medical  Officer  of  Health  for  West- 
minster ;  14,  Savile  Row,  W.     Trans.  1. 
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Elected 
Oriff.  Memb.  Langton,  John,  Surgeon  to,  and  Lecturer  on  Ana- 
tomy at,  St.  Bartholomew's  Hospital,  and  Surgeon 
to  the  City  of  London  Truss  Society ;  2,  Harley 
Street,  W.  (C.  1878-80.)  Trmis.  2. 
1885  Labder,  Hebbebt,  St.  Marylebone  Infirmary,  Net- 
ting Hill,  W.     G.8.  1. 

1883  Lawbence,  Heket  Ceipps,  49,  Oxford  Terrace, 
Hyde  Park,  W. 

Orig  Memb.  Lawson,  Geobge,  Surgeon  Oculist  to  H.M.  the 
Queen  ;  Surgeon  to  the  Middlesex  Hospital,  and 
to  the  Royal  London  Ophthalmic  Hospital ;  12, 
Harley  Street,  W.  (S.  1871-3,  C.  1874-6,  V.P. 
1881-3.)  Trans.  16. 
1877  Lediabd,  Henbt  Ambbose,  M.D.,  Surgeon  to  the 
Cumberland  Infirmary ;  41,  Lowther  Street,  Car- 
lisle.    Trans.  4. 

Oriff.  Memb.  Lee,  Henbt,  Consulting  Surgeon  to  St.  George's 
Hospital;  9,  Savile  Eow,  W.  (V.P.  1870-2.) 
Trans.  7. 

1877  Lees,    Dayid    B.,    M.D.,    Physician    (with    charge 

of  out-patients)  to,  and  Lecturer  on  Materia 
Medica  at,  St.  Mary's  Hospital,  and  Assistant 
Physician  to  the  Hospital  for  Sick  Children ;  2, 
Thurloe  Houses,  Thurloe  Square,  S.W.  (C.  1885.) 
Trans.  2. 

1879  Lichtenbebg,  Geobge,  M.D.,  47,  Einsbury  Square, 
E.G. 

1878  LisTEB,  Sir  Joseph,  Bart.,  D.C.L.,   L.L.D,  F.R.S., 

Professor  of  Clinical  Surgery  at  King's  College, 
and  Surgeon  to  King's  College  Hospital ;  12,  Park 
Crescent,  Regent's  Park,  W.   (P.  1881-2.)  Trans.  3. 

1868        Little,  Louis  Stbometeb,  China. 

1875  Liveing,  Edwaed,  M.D.,  52,  Queen  Anne  Street, 
Cavendish  Square,  W. 

1872  LivEiNG,  Robebt,  M.D.,  Lecturer  on  Dermato- 
logy, and  Physician  to  the  Skin  Department  at  the 
Middlesex  Hospital ;  11,  Manchester  Square,  "W. 
(C.  1883-4.)     Trans.  2. 

1885  LocKwooD,  Chables  Babeett,  Surgeon  to  the  Great 
Northern  Central  Hospital,  and  Demonstrator  of 
Anatomy  at  St.  Bartholomew's  Hospital ;  19,  Upper 
Berkeley  Street,  Portman  Square,  W. 

1870  LoNGHUBST,  Aethue  Edwin  Temple,  M.D.,  22, 
Wilton  Street,  Grosvenor  Place,  S.W.     Trans.  1. 
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188]         Lubbock,  MoNTAau,  M.D.,  Assistant  Physician  to 
Charing  Cross  Hospital ;  19,  Grrosvenor  Street,  W. 

1876  Lucas,  E.  Clement,  M.B.,  B.S, ,  Senior  Assistant 
Surgeon  to,  and  Demonstrator  of  Operative  and 
Practical  Surgery  at,  Guy's  Hospital ;  18,  Einsbury 
Square,  E.C.     (C.  1883-5.)     Trans.  7. 

1879  LuKN,  John  Eeuben,  Eesident  Medical  OflScer,  New 
Marylehone  Infirmary,  Eackham  Street ;  Ladbroke 
Grove  Eoad,  Netting  Hill,  W.     Trans.  4,  G.S.  3. 

1871  MacCoemac,  Sib,  "William,  Surgeon  to,  and  Lecturer 
on  Surgery  at,  St.  Thomas's  Hospital ;  13,  Harley 
Street,  W.     (C   1877-9.)     Trans.  5. 

1883  fMACFABLANE,  Alexakder  "William,  M.D.,   Con- 

sulting Physician  to  the  Kilmarnock  Fever  Hos- 
pital and  Infirmary ;  Walmer,  Kilmarnock,  N.B. 

1884  McGiLL,  Aethue  Feegusson,  Professor  of  Anatomy, 

Yorkshire  College  ;  Surgeon  to  the  Leeds  General 
Infirmary  ;  23,  Park  Square,  Leeds. 

1881  McHaedt,  Malcolm  Macdonald,  Ophthalmic  Sur- 

geon to  King's  College  Hospital,  and  Professor  of 
Ophthalmic  Surgery  in  King's  College,  London ; 
5,  Savile  Eow,  W.     Trans.  1. 

1882  Mackenzie,  Feedebic   Moeell  ;   10,  Hans    Place, 

S.W. 

Oriff.  Memb.  Mackenzie,  Moeell,  M.D.,  Physician  to  the  Hospital 
for  Diseases  of  the  Throat ;  19,  Harley  Street, 
Cavendish  Square,  W.     Trans.  4. 

1879  Mackenzie,  Stephen,  M.D.  (Son.  Secretary),  Phy- 
sician to,  and  Lecturer  on  Medicine  at,  the  London 
Hospital;  26,  Finsbury  Square,  E.C.  (C.  1884, 
S.  1885-86.)     Trans.  7,  G.S.  9. 

1884  Mackeen,  John,  M.B.,  Assistant  Physician,  Chelsea 

Hospital  for  Women ;  30,  Cambridge  Street,  Hyde 
Park,  W. 

1879  Maclagan,  Thomas  John,  M.D.,  9,  Cadogan  Place, 
Belgrave  Square,  S.W. 

1885  Maclaeen,  Eodeeick,  M.D  ,  Portland  Square,  Car- 

lisle.    Trans.  1. 

1875  Macnamaea,  Chaeles,  Surgeon  to  the  Westminster 
Hospital,  and  to  the  Eoyal  Westminster  Ophthal- 
mic Hospital ;  13,  Grosvenor  Street,  W.  (C.  1879- 
81.)     G.S.^. 
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Elected 
1879        Magill,   James,   M.D.,  M.C.,  Surgeon,  Coldstream 
Guards ;    Coldstream    Guards    Hospital,   Vincent 
Square,  Westminster,  S.W. 

1885  Maguire,  Eoreet,  M.D.,  Assistant  Physician  to  St. 
Mary's  Hospital ;  "Warden  of  St.  Mary's  Hospital 
Eesidential  College,  33,  Westbourne  Terrace,  W. 

1881  Makins,  Geobge  Henby,  Assistant  Surgeon  to  the 

Evelina  Hospital  for  Children;  2,  Queen  Street, 
Mayfair,  W.     C.S.  1. 

Orig.  Memb.  Maboet,    William,   M.D.,   E.E.S.,    39,    Grosvenor 
Street,  W.     (C.  1867-9.)     Trans.  1. 

1868  Maesh,  F.  Howabd,  Assistant  Surgeon  and  Lecturer 
on  Anatomy  to  St.  Bartholomew's  Hospital,  and 
Surgeon  to  the  Hospital  for  Sick  Children  ;  30, 
Bruton  Street,  Berkeley  Square,  W.  (C.  1876-7, 
1881-83,  S.  1878-80.)     Trans.  9,  G.S.  2. 

1875  Maeshall,   F.    J.,    Eesident    Medical    Officer,   St. 

George's  Hospital,  W. 

1884  Maudslet,  Henet,  M.D.,  Eesident  Medical  Officer, 
University  College  Hospital,  Gower  Street,  W.C. 

1868  fMAT,  EuwAED  HoopEB,  M.D.,  High  Cross,  Totten- 
ham, Middlesex,  N. 

1868  Meadows,  Aleeed,  M.D.,  Physician-Accoucheur  to, 
and  Lecturer  on  Midwifery  and  Diseases  of  Women 
and  Children  at,  St.  Mary's  Hospital ;  27,  George 
Street,  Hanover  Square,  W.    (C.  1871-4.)    Trans.  1. 

1876  Melladew,  H.  F.  L.,  M  D.,  Surgeon-Major,  Eoyal 

Horse  Guards  ;  Eegent's  Park  Barracks,  N.W. 

1878  Meeedith,  William  Appleton,  M.B.,  CM.,  Sur- 
geon to  the  Samaritan  Free  Hospital  for  Women 
and  Children  ;  6,  Queen  Anne  Street,  Cavendish 
Square,  W.     Trans.  1. 

1873  MiCKLE,  William  Julius,  M.D.,  Physician  Superin- 
tendent, Grove  Hall  Asylum,  Bow,  E. 

1877  MiLNEE,  Edwaed,  Surgeon  to  the  Lock  Hospital ; 

32,  New  Cavendish  Street,  Portland  Place,  W. 

1882  Monet,    Angel,  M.D.,  Assistant   Physician  to  the 

City  of  London  Hospital  for  Diseases  of  the  Chest, 
Victoria  Park,  and  to  the  Hospital  for  Sick  Chil- 
dren, Great  Ormond  Street  ;  24,  Harley  Street, 
Cavendish  Square,  W.     Trans.  2. 
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Elected 
1874        Morgan,  John  Hammond,    Assistant  Surgeon    to 
the  Charing  Cross  Hospital,  and  to  the  Hospital  for 
Sick    Children;    68,    Grosvenor   Street,  W.      (C. 
1883-5.)     Trans.  2,  C.S.  3. 

1877  MoEEis,  Henry,  M.B.  (C),  Surgeon  to,  and  Lecturer 
on  Surgery  at,  the  Middlesex  Hospital ;  2,  Mans- 
field Street,  Portland  Place,  W.  (C.  1884-6.) 
Trans.  6. 

1877  Morris,  Malcolm  Alex.,  Surgeon  to  the  Skin 
Department  of,  and  Lecturer  on  Dermatology 
at,  St,  Mary's  Hospital ;  63,  Montagu  Square,  W. 
Trans.  1. 

1885  MoTT,  Frederick  "Walker,  M.B.,  CM.,  Lecturer 
on  ]?hysiology.  Charing  Cross  Hospital ;  Meadow- 
lead,  Grayton  Road,  Harrow. 

1879  MoTJLLiN,  Charles  "W.  Mansell,  Assistant  Surgeon 
to  the  London  Hospital ;  69,  Wimpole  Street, 
Cav^endish  Square,  W.     Trans.  2. 

1875  Murphy,  Shirley  F.,  41,  Queen  Anne  Street,  Caven- 
dish Square,  W. 

1885  Murray,  Alexander  Dalton,  M.B.,  Eickmans- 
worth,  Herts. 

1883  Murray,  Hubert  Montague,  M.B.,  Assistant  Phy- 
sician to  Charing  Cross  Hospital ;  27,  Savile 
Eow,  W. 

1868  Myers,  Arthur  Bowen  Richards,  Surgeon  to  Ist 
Battalion  of  the  Coldstream  Guards ;  Vincent 
Square,  Westminster,  S.W.    (C.  1877-9.)    Trans. 1. 

1882  Myers,  A.  T.,  M.D.,  Medical  Registrar,  St.  George's 
Hospital;  9,  Lower  Berkeley  Street,  Portman 
Square,  W.     Trans.  1. 

1873  Myrtle,  Andrew  S.,  M.D.,  8,  Park  Parade,  Harro- 

gate. 

1874  Nankivell,    Arthur  "Wolcot,   Resident    Surgeon, 

St.  Bartholomew's  Hospital,  Chatham. 

1875  Nettlbship,    Edward,    Ophthalmic     Surgeon    to, 

and  Lecturer  on  Ophthalmology  at,  St.  Thomas's 
Hospital ;  5,  Wimpole  Street,  Cavendish  Square, 
W.     (C.  1881-82.)    Trans.  2. 

Orig.  Memb.  Norton,  Arthur  Trehern,  Surgeon  to,  and  Lecturer 
on  Surgery  at,  St.  Mary's  Hospital ;  101,  Harley 
Street,  Cavendish  Square,  W.  (C.  1874-6.) 
Trans.  6. 
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Elected 
Orig.  Memh.  Nunn,  Thomas  "William,  Consulting  Surgeon  to  the 
Middlesex  Hospital ;    8,  Stratford  Place,   Oxford 
Street,  W.     (C.  1873-74.)     Trans.  5. 

1880  O'Connor,  Bebnaed,  M.D.,  Physician  to  the  North 
London  Hospital  for  Consumption,  and  Physician 
to  the  Westminster  G-eneral  Dispensary ;  17,  St. 
James'  Place,  S.W.     Trans.  1. 

Orig.  Memh.  Ogle,  John  William,  M.D.,  Consulting  Physician 
to  St.  George's  Hospital ;  30,  Cavendish  Square,  W. 
(C.  1867-8,  V.P.  1884-5.)     Trans.  6. 

1868  tOoLE,  William,  M.D.,  Physician  to  the  Derbyshire 
Greneral  Infirmary  ;  98,  Friar  G-ate,  Derby. 

1883  Olivee,  Geoege,  M.D.,  West  End  Park,  Harrogate. 

1868  Oppeet,  Feanz,  M.D.  ;  128,  Leipzigerstrasse,  Ger- 
many.    Trans.  1. 

1877  Oed,  William  Millee,  M.D.,  Physician  to,  and 
Lecturer  on  Medicine  at,  St.  Thomas's  Hospital ; 
37,  Upper  Brook  Street,  Grosvenor  Square,  W. 
(C.  1882-4.)     Trans.  5. 

1884  Oemsby,  Lambeet  Hepenstal,  M.D.,  Lecturer  on 

Clinical  and  Operative  Surgery  at,  and  Surgeon  to, 
the  Meath  Hospital  and  County  Dublin  Infirmary ; 
Surgeon  to  the  Children's  Hospital,  Dublin  ;  4, 
Merrion  Square  West,  Dublin. 

1883  Oeton,  Geoege  Hunt,  M.B.,  1,  Campden  Hill  Eoad, 

Kensington,  W. 

1877  Owen,  Isambaed,  M.D.,  Assistant  Physician  to,  and 
Lecturer  on  Materia  Medica  and  Therapeutics  at, 
St.  George's  Hospital;  5,  Hertford  Street,  May- 
fair,  W.     Trans.  1. 

1875  Page,  Heebeet  W.,  M.C,  M.B.,  Surgeon  to,  and 
Joint-Lecturer  on  Surgery  at,  St.  Mary's  Hospital  • 
146,  Harley  Street,  W.     (C.  1882-4.)     Trans.  1.  ' 

1884  Paget,    Stephen,    57,   Wimpole   Street,    Cavendish 

Square,  W.     G.S.  1. 

1873  Paekeb,  Robeet  William,  Surgeon  to  the  East 
London  Hospital  for  Children ;  8,  Old  Cavendish 
Street,  W.     (C.  1882-4.)     Trans.  5,  G.S.  6. 

1881  Paekee,  Eushton,  M.B.,  Professor  of  Surgery  in 
University  College,  Liverpool,  and  Assistant  Sur- 
geon Liverpool  Royal  Infirmary ;  59,  Rodney 
Street,  Liverpool.     Trans.  1,  G.S.  1. 
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1881  Pastetje,   William,    M.D,,   Medical    Eegistrar  to 

the  Middlesex  Hospital ;  Physician  to  the  North- 
Eastern  Hospital  for  Children  ;  19,  Queen  Street, 
May  Fair,  W. 

1883  Paul,  Johist  Liston,  M.D.,  43,  Queensborough  Ter- 

race, W. 
Orig.  Memb.  Patt,  Fbedebick  "William,  M.D.,  F.E.S.,  Physi- 
cian to  Gruy's  Hospital ;  35,  G-rosvenor  Street, 
W.  (C.  1869-71,  V.P.  1882-4.)  Trans.  3. 
1886  Payne,  Joseph  Feawk,  M.D.,  Senior  Assistant  Phy- 
sician to,  and  Lecturer  on  Pathological  Anatomy 
at,  St.  Thomas's  Hospital;  78,  Wimpole  Street, 
Cavendish  Square,  W. 

1879        Peel,  Eobeet,  130,  Collins  Street  East,  Melbourne, 

Victoria. 
1886        Penny,  William  John,  42,  Caledonia  Place,  Clifton. 

1882  Peppee,  Augustus  Joseph,  M.S.,  M.B.,  Surgeon  to 

St.   Mary's  Hospital;  122,   Gower  Street,    W.C. 
Trans.  1. 
1874        Phillips,  Chaeles  Douglas  F.,  M.D.,  10,  Henrietta 
Street,  Cavendish  Square,  W. 

1884  Phillips,  Sidney  Philip,  M.D.,  Physician  to   St. 

Mary's  Hospital ;  21,  Upper  Berkeley  Street, 
Portman  Square,  W.  Trans.  1. 
Orig.  Memb.  Pick,  Thomas  Pickeeing  (V.P.),  Surgeon  to,  and 
Lecturer  on  Surgery  at,  St.  G-eorge's  Hospital ; 
Surgeon  to  the  Belgrave  Hospital  for  Children; 
18,  Portman  Street,  Portman  Square,  W.  (S. 
1874-7,  C.  1878-80,  V.P.  1885-86.)     Trans.  4. 

1885  Pitt,    G-eoege  Newton,   M.D,,  Medical   Eegistrar 

and  Demonstrator  of  Practical  Medicine  at  G-uy's 
Hospital ;  34,  Ashburn  Place,  South  Kensington. 

1883  Pitts,  Beenaed,  M.A.,  M.C.,  Assistant  Surgeon,  St. 

Thomas's  Hospital ;  31,  Harley  Street,  W.  Trans.  1. 

1871         fPLAYNE,  Alfeed,  M.B.,  Maidenhead. 

1884  Poland,   John,   Demonstrator   of  Anatomy,  Guy's 

Hospital ;  16,  St.  Thomas's  Street,  Southwark,  S.E. 
1884        Pollaed,  Bilton,  Surgical  Eegistrar  to  University 

College  Hospital ;  50,  Torrington  Square,  W. 
1868         Pollock,  James  Edwaed,M.D.,  Consulting  Physician 

to  the  Hospital  for  Consumption  and  Diseases  of  the 

Chest ;  52,  Upper  Brook  Street,  Grosvenor  Square, 

W.     (C.  1878-80.) 
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Elected 

1871  PoOEE,  G-EOBGE  ViTiAN,  M.D.,  Profcssor  of  Medical 
Jurisprudence  in  University  College,  and  Physician 
to  University  College  Hospital ;  30,  Wimpole 
Street,  W.     (C.  1879-81.)     Trans.  2. 

1873  Port,  Heineich,  M.D.,  Physician  to  tlie  Grerman 
Hospital ;  48,  Einsbury  Square,  E.G. 

1881  Powell,  H.  A.,  M.A.,  Elm  Cottage,  Beckenham, 
Kent. 

Oriff.  Memb.  Powell,  E.  Douglas,  M.D.,  Physician  to,  and  Lec- 
turer on  Practical  Medicine  at,  the  Middlesex  Hos- 
pital ;  Physician  to  the  Hospital  for  Consumption 
and  Diseases  of  the  Chest,  Brompton  ;  62,  Wimpole 
Street,  Cavendish  Square,W.  (C.1874-76.)  Trans  A. 

1868  Peentis,  Chaeles,  Surgeon-Major,  Bengal  Medical 
Service ;  India. 

1884  Peingle,  John  James,  M.B.,  Assistant  Physician  to 
the  Middlesex  Hospital  and  to  the  Royal  Hospital 
for  Diseases  of  the  Chest ;  35,  Bruton  Street,  Ber- 
keley Square,  W.     Trans.  1,  G.8.  1. 

1884  Pte-Smith,  Philip  Henet,  M.D.,  E.R.S.,  Physician 
to,  and  Lecturer  on  Medicine  at,  Guy's  Hospital ; 
Member  of  the  Senate  of  the  University  of  London  ; 
54,  Harley  Street,  Cavendish  Square,  "W. 

Orig.  Memb.  Quain,  Eichaed,  M.D.,  E.E.S.,  Consulting  Physician 
to  the  Hospital  for  Consumption  and  Diseases  ot 
the  Chest ;  67,  Harley  Street,  W.     (C.  1867-9.) 

Orig.  Memb.  Eamskill,  J.  Spence,  M.D.,  Consulting  Physician  to 
the  London  Hospital ;  Senior  Physician  to  the 
National  Hospital  for  the  Paralysed  and  Epileptic  ; 
5,  St.  Helen's  Place,  Bishopsgate  Street,  E.C. 

1873  Eanseoed,  G-ieeoed,   M.D.,  27,  Gloucester   Place, 

Hyde  Park,  W.     (C.  1884-5.) 

1868  Easch,  Adolphus  A.,  M.D.,  Physician  for  Diseases 
of  Women  to  the  German  Hospital  j  7,  South 
Street,  Einsbury  Square,  E.C. 

1877  Eatnee,  Heney,  M.D.,  Lecturer  on  Mental  Diseases 
at  St.  Thomas's  Hospital ;  Middlesex  County 
Lunatic  Asylum,  Hanwell,  W. 

1883  Eead,  Thomas  Laueence,  11,  Petersham  Terrace, 
Queen's  Gate,  S.W. 

1874  Eee,  Feederick  G.,  Lifford  Lodge,  Outram  Eoad, 

Addiscombe,  Surrey. 
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Oriff.  Meml.  Eees,  Geoege  Owen,  M.D.,  F.E.S.,  Physician 
Extraordinary  to  H.M.  the  Queen ;  Consulting 
Physician  to  Guy's  Hospital ;  26,  Albemarle  Street, 
Piccadilly,  W.     (V.P.  1871-3.) 

1868  Eeeves,  Heney  A.,  Assistant  Surgeon  to  the  London 
Hospital ;  78,  Grosvenor  Street,  W.     Trans.  2. 

Orig.  Memb.  Eetnolds,  John  Eussell,  M.D.,  F.E.S.,  Consulting 
Physician  to  University  College  Hospital ;  38, 
Grosvenor  Street,  W.     (C.  1867-8.) 

1868        EiCE,  Michael  W.,  M.D.     (C.  1876-8.) 
1883         EiNG,  Edmund  Cuthbeet,  Salisbury  Club,  10,  St. 
James'  Square,  S.W. 

Oriff.  Memb.  Eingee,  Sydney,  M.D.,  Professor  of  the  Principles 
and  Practice  of  Medicine  in  University  College, 
and  Physician  to  University  College  Hospital ;  15, 
Cavendish  Place,  W.     (C.  1871-2.) 

1877  EiviNGTON,  Waltee,  M.S.,  M.B.  (C),  Surgeon  to, 
and  Lecturer  on  Surgery  at,  the  London  Hospital ; 
22,  Finsbury  Square,  E.C.    (C.  1886.)     Trans.  3. 

1873  fEoBEETs,   David   Lloyd,  M.D.,  Physician   to   St. 

Mary's  Hospital,  Manchester ;  11,  St.  John  Street, 
Manchester. 

1883  EoBEETS,  Feedeeick  Thomas,  M.D.,  Professor  of 
Materia  Medica  and  Therapeutics  in  University 
College,  London,  and  Physician  to  University  Col- 
lege Hospital ;  Physician  to  the  Hospital  for  Con- 
sumption, Brompton ;  Examiner  in  Materia  Medica 
in  the  University  of  London;  53,  Harley  Street, 
Cavendish  Square,  W. 

1885  EoBiNSON,  Aethtje  Heney,  M.D,,  Mile  End  Infir- 
mary, Bancroft  Eoad,  E.     G.S.  1. 

1885  EoBSON,  A.  W.  Mayo,  Surgeon  to  the  Leeds  General 
Infirmary,  Hillary  Place,  Leeds.     Trans.  2. 

1875  EoGEES,  William  Eichaed,  M.D.,  56,  Berners 
Street,  Oxford  Street,  W. 

1877  EoTH,  Beenaed,  48,  Wimpole  Street,  "W.,  and  Eoss- 
more,  Preston  Eoad,  Brighton.    Trans.  1,  G.8.  3. 
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THE  Council  is  glad  to  report  a  steady  increase  in  the 
number  of  the  members  of  the  Society.  There  are  now 
307  resident  and  102  non-resident  members.  Thirty -three 
new  members  have  been  elected  and  two  have  resigned  ;  one 
has  forfeited  his  membership  for  non-payment  of  his  sub- 
scriptions ;  four  resident  members  have  become  non-resident, 
and  one  non-resident  has  become  a  resident  member.  The 
names  of  two  distinguished  men  have  been  added  to  the  list 
of  honorary  members,  namely.  Sir  George  Burrows,  Bart.,  and 
Mr.  John  Simon,  an  original  member  and  formerly  a  Vice- 
President  of  the  Society. 

Two  ordinary  members  only  have  died  during  the  year, 
Dr.  Herbert  Davies,  who  was  a  Vice-President  in  1877,  and 
Dr.  T.  P.  Heslop,  of  Birmingham ;  but  the  Society  has  also  to 
deplore  the  loss  of  Professor  Frerichs,  of  Berlin,  and  Professor 
Pantaleone,  of  Eome,  who  were  foreign  honorary  members. 
-  The  funds  of  the  Society  are  in  a  satisfactory  condition. 
The  balance-sheet  shows  indeed  a  smaller  balance  at  the 
Society^s  bankers  than  last  year,  i.e.  £77  17s.  4!d.,  but  the 
diminution  depends,  not  on  a  falling  off  of  receipts,  but  upon 
the  exceptional  cost  of  the  last  volume  of  the  '  Transactions.' 
This  increased  cost  is  caused  by  the  incorporation  in  the 
volume  of  two  important  communications  which  add  greatly 
to  its  value : 

1st.  The  verbatim  report  of  the  debate  which  followed  the 
reading  of  a  paper  on  Charcot's  joint  disease.     The  introduc- 
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tion  of  this  discussion  into  the  Society's  '  Transactions '  is  a 
departure  from  the  usual  course^  which,  in  the  opinion  of 
the  Council,  is  justified  by  the  importance  of  the  material. 
The  Committee  on  this  subject  are  continuing  their  labours, 
but  have  not  yet  furnished  their  report. 

2nd.  A  very  valuable  report  of  the  Committee  on  Spina 
Bifida  and  its  treatment  by  iodo-glycerine  injection.  This  is 
adorned  by  a  series  of  very  beautiful  illustrations,  and  will,  it 
is  believed,  form  a  classical  work  of  reference  on  the  subject. 
The  Council  has  authorised  the  printing  of  100  separate 
copies  of  this  document  for  presentation  to  the  numerous 
gentleman  who  have  kindly  supplied  the  Committee  with 
much  valuable  material. 

Volume  XYIII  of  the  Transactions  is  thus  much  larger 
than  its  predecessors ;  it  contains  forty -three  communications 
and  fourteen  records  of  specimens  exhibited  by  card,  and  is 
illustrated  by  twenty  lithographic  plates  and  twelve  woodcuts. 

The  Committee  on  Myxoedema  is  still  at  work,  and  on 
account  of  the  difiicult  nature  of  the  inquiry  it  is  anticipated 
that  its  labours  will  be  prolonged. 

In  view  of  the  foregoing  facts  the  Council  is  happy  to 
congratulate  the  Society  upon  a  year  of  increased  activity, 
prosperity,  and  usefulness. 


f^       eoot*?D  OOOO  ?000«»«0«iO  !-(  ?o  •^ 

05I>OOJ  us  (N  O  ?D  N  00  •*  WS  IN  l>  iH  OS  (M  l> 

«!>  iHt-H  i-lrHrHrH  iHl-l 

CiJ    «5  M  i>  iH  00  CO  00  ■*  t^  00  eO  00  I>  OS  iH  ■*  O  i> 

^    W)  OS  J>  M  (M  iH  rH       i-H  l> 


5  a 


_H    O    O 
^  "3  O 


s 

.a 
■  S  a 

^   o    § 


&1I— I  n3  "^  lO  -*J  02    S 

u_i  r;  ei_i  y  .^  F^ 


a-     53 


es  .5    « 
tS  -*^  'tS 

ft4    O    fH 

s««  a 

3  S  ®  S 
o  S       S 


S3 


U-i         '53 


^    o 


a  o  o  -S  o 

S    M   "  ^   to   «« 

■§    "  .3    S    S    O  g 

?a  -w  .5  >->  p- m  a 


<^ 


O    01    fH    eS  •£<    o 


o 

§^ 

0,^05 

I  §  s 


i 


CO 
00 
00 


iH  " 


r>iC<JOOOOOOO«)0SO 

•  rHC^'^eOlMOWlMO-*'* 
•»  i-l  rH     rH     r-l  iH 

,,  (M«i'«jieo»OrHeoj>ooooo 
«ft  (N  OS      »  eo    iH 


•      • 

• 

m 

• 

•      • 

fl 

^ 

a 

■ 

• 

• 

• 

0 

*f^ 

0 

rn 

j^ 

H? 

O) 

§ 

?^ 

OJ 

« 

-»2 

n 

a 

t» 

10) 

09 

i 

0 

-S- 

s 

s 

•  00 

00 

OD 

i 

§ 

0    • 

-<3 

.1 

C4H 

8 

§ 

i 

a   5  0 


^1 

> 
2 

1 

00 

M 

rH 
«0 

«a  a  ^ 

rH  (M  rH  iJ 


P  « 


.s 

60 

n 


H 

fa 

W 

i 

M 
o 


COMMUNICATIONS. 


I. — A  Case  of  Hcematemesis  with  Melcena,  in  which  Blood 
ivas  jii'st  vomited  twenty-one  and  a  half  hours  after 
Birth.     Fatal  within  twenty  four  hours.    By  T.  H. 
Sawtell,  M.B.     Bead  October  9,  1885. 

AFTER  some  examination  of  the  literature  of  this  subject 
one  is  tempted  to  occupy  a  few  minutes  of  the  Society's 
time  in  recording  a  remarkable  case  which,  taken  as  a  whole, 
is  unique.  This,  will,  I  trust,  justify  me  in  offering  a  short 
note  of  its  course  and  termination. 

On  April  9,  a  lady  of  fine  physique  was  delivered  of  a  small 
male  child  about  a  fortnight  before  full  time.  The  birth 
happened  just  after  1  o'clock  a.m.  Except  that  the  labour 
was  rather  tedious  nothing  occurred  to  indicate  compression 
of  the  child.  I  thought  it  necessary  to  caution  the  nurse,  to 
ensure  her  attention  to  its  low  vitality.  During  the  day, 
however,  it  did  very  well,  taking  a  little  milk  with  a  few  drops 
of  brandy.  Suddenly,  at  about  11  p.m.,  some  blood  gushed 
from  the  mouth  and  continued  to  do  so  until  a  teacupful  had 
been  discharged.  Although  some  of  this  was  florid,  it  was 
mainly  dark  from  the  admixture  of  meconium.  No  immediate 
symptom  of  collapse  followed.  In  fact,  the  night  passed 
without  any  evidence  of  failing  strength.  At  6  a.m.  I  was  sent 
for.  By  this  time  melsena  had  set  in.  Still  the  extremities 
were  warm  and  the  power  of  swallowing  present.  Throughout 
the  day  the  discharge  continued,  the  amount  of  blood  appa- 
rently becoming  relatively  less.  I  gave  a  few  small  doses  of 
sulphuric  acid  in  tincture  of  cardamoms,  with  cold  milk  and 
brandy.  Towards  night  the  patient  began  to  fail,  and  died 
soon  after  8  o'clock. 
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At  an  examination  of  the  body  twenty  hours  after  death, 
the  alimentary  canal  from  pharynx  to  anus  was  found  more  or 
less  charged  with  a  mixture  of  blood  Sbxid  meconium,  in  knotty 
elastic  strings^  the  mucous  membrane  being  soft.  There  were 
no  obvious  morbid  appearances  in  the  heart,  liver,  or  kidneys. 
The  uriniferous  tubules  were  full  of  a  white,  chalky  material — 
a  condition  common  in  the  newborn.  The  thymus,  liver,  and 
kidneys  were  microscopically  examined  by  Dr.  Vincent  Harris 
and  found  healthy.  The  stomach,  however,  revealed  the  cause 
of  death.  After  removing  its  grumous  contents  I  observed 
that,  except  on  the  anterior  wall,  the  mucous  membrane  was 
studded  with  minute  circular  openings,  mostly  shallow,  not 
very  unlike  enlarged  glands.  Amongst  these,  at  the  cardiac 
end  of  the  posterior  wall  near  the  lesser  curve,  were  some  half 
dozen  round  or  oval  ulcers.  One  of  them  reached  the  serous 
coat,  and  all  penetrated  to  the  muscular  layer.  These  gave 
exit  to  the  blood,  which  appeared  as  a  hard  red  spot  in  the 
centre  of  the  ulcer,  and  still  adheres  in  the  preparation. 

The  case  here  related,  as  far  as  my  inquiries  go,  stands  alone. 
The  records  of  true  intestinal  haemorrhage  in  the  newborn 
are  scanty,  and  no  one  observer  reports  more  than  two  or  three 
occurring  in  his  own  practice.  Valleix  did  not  see  one.  After 
a  short  review  of  published  cases,  I  shall  conclude  with  a  few 
remarks  on  the  clinical  interest  and  pathogenesis  of  the  subject 
of  my  contribution. 

In  the  second  volume  of  the  British  and  Foreign  Medico- 
Chirurgical  Review  for  1853,  M.  Billard  gives  an  account  of 
fifteen  cases  of  melasna  occurring  within  a  week  of  birth.  Nine 
of  these  were  females.  He  quotes  a  paper  by  Rahn-Escher, 
written  in  1835,  to  show  that  the  source  of  haemorrhage  is 
usually  the  mucous  membrane  of  the  small  intestine,  notably 
in  its  upper  part.  This,  no  doubt,  accords  with  West's  state- 
ment that  the  causal  lesion  is,  in  some  instances,  softening  of 
the  stomach  and  bowel.  But  I  cannot  find  any  record  of 
ulceration,  a  condition  which  might  result  as  an  advanced 
stage  of  softening.  Billard  found  haematemesis  a  commoner 
condition  than  melaena. 

Dr.  Richard  Neale  reports  an  interesting  case,  in  which 
mselena  began  thirty-five  hours  after  birth.  The  autopsy  left 
the  diagnosis  as  obscure  as  before,  for  no  lesion  was  evident 
after  a  careful  examination.  The  liver  was,  like  the  organs 
generally,  bloodless.  So  complete  was  the  drainage  that  post- 
mortem congestion  of  this  viscus,  commonly  found  in  such 
caseSj  did  not  exist. 
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In  the  British  Medical  Journal  for  1879,  Dr.  Edis  relates  his 
experience  of  spurious  hgematemesis  and  melsena  in  the  new- 
born. The  blood  was  primarily  maternal,  for  its  source  was 
the  nipple.  Edis  quotes  his  cases  as  among  the  rarities  of 
clinical  observation.  Thorburn,  however,  without  apparently 
any  knowledge  in  his  own  practice  of  the  true  hgetnorrhage, 
frequently  met  Avith  the  spurious  form.  Their  contributions 
are  followed  by  a  most  interesting  communication  from  Dr. 
Erskine  Stuart,  in  which  he  established  Rahn-Escher's  opinion 
in  favour  of  the  hereditary  origin  of  the  tendency  to  hasmor- 
rhage.  In  his  case  the  mother  was  a  bleeder,  the  child  suck- 
ing in  blood  with  the  milk  and  suffering  haemorrhage,  while 
not  at  the  breast,  from  its  inherent  arterial  weakness — a 
double  source  of  bleeding. 

Dr.  West,  in  his  Diseases  of  Infancy  and  Childhood,  coniesses 
that  his  whole  experience  extends  to  only  three  cases.  As  one 
of  these  occurred  at  four  months  and  another  at  ten  weeks,  we 
have  only  a  single  example  comparable  with  my  case.  It 
exhibited  similar  clinical  characters ;  for  fifteen  hours  after 
birth  nearly  a  teacupful  of  blood  suddenly  came  up.  After 
this  gush,  the  vomit  consisted  mainly  of  meconium,  the  motions 
being  quite  free  from  blood  throughout.  Hsematemesis  lasted 
for  two  days.  Meanwhile,  the  child  continued  to  suck  and 
maintained  a  normal  warmth  of  body.  But  although  no 
more  blood  appeared,  the  patient  did  not  thrive.  Death 
happened  at  seven  months.  Beyond  a  preternatural  smallness 
of  the  stomach  and  the  presence  of  several  recent  intussus- 
ceptions, nothing  abnormal  was  found  after  death.  In  West's 
second  case,  the  child  died  two  years  after  the  first  appearance 
of  blood  (which  was  discharged  from  both  mouth  and  anus) 
from  haemorrhage  into  the  arachnoid.  There  were  no  abdo- 
minal lesions.     The  third  case  is  of  no  interest  here. 

Dr.  West  refers  to  Rilliet's  classical  essay,  wherein  twenty 
cases  are  analysed.  In  nine  of  these,  symptoms  began  within 
thirty-six  hours  of  birth,  while  an  extension  of  the  interval  to 
six  days  includes  eight  more.  These  seventeen,  therefore, 
come  under  the  class  "  newborn."  As  most  of  them  recovered, 
one  almost  doubts  that  they  were  cases  of  true  haemorrhage. 
Some  partially  recovered,  and  died  cachectic  later  on. 

Rilliet  suggests  tedious  or  difficult  labour  as  a  cause.  By 
compression  of  the  abdomen,  thorax,  or  head  the  circulation 
might  fail  to  be  duly  established  ;  congestion  would  ensue  and 
oozing  or  rupture  result.  Such  congestion  has  been  observed 
in  the  portal  circulation,  the  liver  being  gorged. 
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Having  referred  to  the  recorded  cases,  as  far  as  they  con- 
cern the  newborn,  we  may  discuss  the  origin  of  the  fatal 
lesion  in  my  patient.  How  did  the  ulcers  arise  ?  If  we  regard 
them  as  inflammatory ,  the  disease  pre-existed  in  utero.  In  the 
absence  of  more  definite  evidence,  speculation  will  not  avail  us. 
Some  chronic  ulcers  are  attributed  by  Rokitansky  to  necrosis,  of 
non-inflammatory  origin.  Here  again  the  clinical  history  is 
not  in  favour  of  the  presumption.  Nor  does  the  embolic  or 
pysemic  theory  of  causation  come  into  the  region  of  probability. 
But  if  we  accept  portal  obstruction  as  the  causal  antecedent, 
we  are  supported  by  inherent  probability,  by  analogy  with 
adult  cases,  and  by  Rilliet's  suggestion  that  something  may 
occur  during  the  labour  to  interfere  with  the  establishment  of 
an  efiicient  independent  circulation.  Yirchow  showed  that  the 
gastric  juice  rapidly  dissolves  the  mucous  coat  when  the  pro- 
tective influence  of  the  (alkaline)  blood  current  is  absent  or 
weakened.  This  condition  obtains  more  or  less  completely  in 
portal  obstruction,  which  would  be  favoured  by  a  want  of  tone 
in  the  vessels  as  part  of  a  general  feebleness.  It  is  suggestive, 
too,  that  the  bleeding  ulcers  are  found  in  the  most  dependent 
part  of  the  organ,  where  the  mucous  membrane  is  seen  to  be 
very  thin  in  the  specimen,  as  if  erosive  or  solvent  action  had 
occurred.  At  the  pylorus,  the  rugae  are  well  marked,  without 
any  trace  of  ulceration,  which  is  strictly  limited  to  the  stomach 
as  described. 

The  clinical  interest  of  this  case  lies  in  its  rarity ;  in  show- 
ing that  ulceration  of  the  stomach  may  occur  at  birth,  if  not 
as  intra-uterine  disease ;  that  no  symptoms  may  be  observed 
until  actual  haematemesis  sets  in ;  that  the  newborn  bear  loss 
of  blood  well,  as  Dr.  West  points  out ;  that  the  indicatio 
morbi  is  so  indefinite  that  no  rules  for  treatment,  beyond  the 
general  means  adopted  to  allay  hasmorrhage,  can  be  formulated. 
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II. — Two  Gases  of  Strangulated  Umbilical  Hernia  treated 
by  excision  of  the  Sac  and  Skin  Covering ,  with  Suture 
of  the  Ring.  By  R.  Clement  Lucas,  B.S.  Bead 
October  9, 1885. 

THE  great  mortality  which  has  followed  the  operation  for 
strangulation  in  cases  of  umbilical  hernia,  when  the  sac 
has  been  opened,  may  be  explained  in  part  by  the  obese  and 
flabby  textures  of  the  patients  liable  to  this  form  of  hernia ; 
in  part,  perhaps,  by  the  size  of  the  tumour,  and  the  adhesions 
and  other  complications  apt  to  be  met  with  in  it ;  but  mainly, 
I  believe,  by  the  fact  that  when  suppuration  or  decomposition 
occurs,  drainage  of  noxious  fluids  is  almost  certain  to  take 
place  directly  backwards  into  the  peritoneal  cavity. 

Owing  to  the  recognised  dangers  of  the  operation,  the 
tendency  of  surgeons  has  been  to  trust  as  much  as  possible  to 
taxis,  and  when  compelled  to  operate,  to  keep  the  operation 
within  the  narrowest  limits.  To  make  a  small  incision  at  the 
upper  pai't  of  the  tumour  and  divide  the  ring;  to  make  a 
small  opening  into  the  sac  so  as  to  expose  as  little  intestine  as 
possible;  to  be  content  with  reducing  the  strangulated  portion 
of  bowel,  leaving  what  else  there  might  be  still  in  the  sac;  or 
when  there  might  be  difficulty  in  reducing  the  strangulated 
intestine,  to  rest  content  with  having  freed  it  from  constriction, 
— such  were  the  instructions  usually  given  to  guide  the  student 
of  former  days  in  his  treatment  of  this  kind  of  hernia,  and  as 
yet  the  teaching  has  but  little  changed.  I  believe  the  pro- 
fession is  on  the  eve  of  adopting  much  more  complete  methods 
than  formerly  when  operating  for  strangulation,  and  I  am  of 
opinion  that  these  more  radical  measures  will,  if  carried  out 
with  care  and  precision,  tend  greatly  to  lessen  the  mortality. 

It  has  been  my  custom  for  several  years,  as  a  rule,  to  excise 
the  sac  in  cases  of  hernia  (of  whatever  kind)  to  which  I  have 
been  called  to  operate  for  strangulation,  and  I  hope  to  put  the 
results  of  my  operations  together  in  some  future  paper.  1 
adopted  this  practice,  not  so  much  for  the  purpose  of  produc- 
ing a  radical  cure  (though  this  is  an  advantage),  as  to  obtain 
better  results  for  the  operation  itself,  because  I  was  led  to 
believe  the  sac  was  the  chief  cause  of  suppuration,  the  cause 
often  of  peritonitis  from  purulent  or  septic  material  collecting 
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in  it  and  being  guided  by  it  into  the  abdominal  cavity,  the 
cause  of  occasional  reprotrusion  during  convalescence^  the 
cause  of  occasional  sloughing,  the  cause  of  subsequent  relapse. 
To  rid  the  patient  of  this  abnormal,  overstrained,  ill-nourished, 
not  only  useless  but  absolutely  injurious  and  obnoxious  piece  of 
tissue,  should  be  the  aim  of  every  surgeon  when  called  upon  to 
operate  for  strangulation,  after  the  bowel  has  been  reduced. 
To  speak  of  such  a  proceeding  as  "  unsurgical "  is  a  wanton 
misuse  of  the  adjective,  for  nothing  places  surgery  in  a  more 
favorable  light  than  when  by  its  means  Nature  is  completely 
relieved  of  some  abnormal  condition.  I  believe  it  is  the  only 
operation  for  radical  cure  which  will  stand  the  test  of  the 
future.  But  I  am  now  speaking  only  of  the  operation  for 
strangulation,  and  as  the  result  of  very  considerable  experience 
I  am  prepared  to  say  that  in  the  case  of  femoral  hernia  I 
should  deem  no  operation  complete  until  the  sac  had  been 
excised,  whether  it  had  been  found  necessary  or  not  to  open 
the  sac  in  order  to  reduce  the  bowel.  In  other  words,  the 
first  endeavour  of  the  surgeon  should  be  to  reduce  the  bowel 
with  as  little  damage  as  possible,  and  his  second  should  be  to 
favour  recovery  and  prevent  recurrence  by  excising  the  sac. 
Primary  union  in  the  case  of  femoral  hernia  is  almost  certain 
to  follow  if  the  sac  be  excised,  and  in  the  majority  of  my  un- 
complicated cases  the  patient  sits  up  on  the  sixth  day,  and 
leaves  the  hospital,  wearing  a  truss,  on  the  fifteenth  day.  In 
the  case  of  acquired  inguinal  hernia  the  same  practice  may  be 
adopted  without  hesitation ;  but  in  congenital  cases  there  is 
great  care  necessary,  because  the  whole  sac  cannot  be  excised 
without  sacrificing  the  testis,  which  is  obviously  to  be  avoided  ; 
hence,  though  I  usually  excise  the  funicular  portion  of  the  sac, 
myself,  I  hesitate  to  recommend  it  as  a  universal  practice, 
except  under  rigid  antisepsis. 

The  two  following  cases  of  umbilical  hernia  illustrate  the 
very  radical  proceedings  which  may  be  adopted  with  advan- 
tage, even  in  persons  of  the  most  broken-down  constitutions. 
The  first  case  is  of  especial  interest,  inasmuch  as  the  patient 
was  in  an  advanced  stage  of  Bright's  disease,  for  the  dropsy 
of  which  she  had  been  tapped  on  three  occasions.  Her  case 
may  be  studied  with  one  related  in  the  Guy's  Hospital  Reports 
for  1879,  p.  332.  In  that  case  I  twice  operated  on  the  same 
femoral  hernia  during  dropsy  from  heart  disease,  within  eleven 
months.  The  result  of  operations  on  diseased  constitutions 
has  not  yet  been  thoroughly  worked  out,  but  it  may  be  stated 
that  neither  constitution  nor  age  should  ever  be  allowed  to 
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stand  in  the  way  of  an  operation  for  tlie  relief  of  strangu- 
lation. 

Case  1.  Strangulated  umbilical  hernia  occurring  after  thrice 
tapping  for  dropfij  of  Bright' s  disease,  reduction  after  opening. 
the  sac  and  allowing  three  and  a  half  pints  of  fluid  to  escape, 
excision  of  sac  and  shin  covering,  suture  of  aperture,  cure. — 
J.  B.,  ast.  48,  a  laundress,  was  admitted  into  Guy's  Hospital 
on  April  1,  1885,  on  account  of  swelling  of  the  abdomen  and 
limbs,  with  difficulty  of  breathing.  She  was  placed  under  the 
care  of  Dr.  Pavy. 

Statement  on  admission. — She  is  a  married  woman  and  has 
had  five  children  and  several  miscarriages.  Her  parents  are 
still  living  and  well.  With  the  exception  of  a  winter  cough, 
which  has  troubled  her  for  a  few  years,  she  believes  herself  to 
have  been  a  perfectly  healthy  woman  up  to  June,  1883.  At 
this  date  she  first  noticed  her  ankles  and  legs  swollen.  The 
swelling  was  at  first  confined  to  the  parts  below  the  knees, 
but  in  December,  1888,  it  suddenly  extended  to  the  thighs. 
She  attended  as  an  out-patient  at  St.  Thomas's  Hospital  and 
obtained  considerable  relief.  In  March,  1884,  she  had  an 
attack  of  bronchitis,  associated  with  dropsy,  for  which  she  was 
treated  at  a  dispensary  and  got  fairly  well.  In  May,  1884,  her 
legs  and  thighs  became  swollen,  and  in  June  her  abdomen 
became  distended ;  at  the  same  time  there  was  some  pufiiness 
of  her  eyelids.  In  July,  1884,  she  was  admitted  under  the  care 
of  Dr.  Wilks ,  paracentesis  abdominis  was  performed,  and  she 
was  discharged  on  August  30th  much  relieved.     In  October, 

1884,  she  was  readmitted  and  placed  under  the  care  of  Dr. 
Moxon,  She  was  suffering  at  this  time  from  bronchitis, 
dropsy,  difficulty  of  breathing,  and  sickness.     On  February  16, 

1885,  she  was  tapped  a  second  time,  and  left  on  February  28 
again  relieved.  Soon  after,  her  abdomen  again  commenced 
to  swell,  and  she  grew  gradually  worse  till  her  admission  in 
April  under  the  care  of  Dr.  Pavy.  At  this  time  she  was  com- 
pelled to  sit  up  in  bed  on  account  of  difficulty  in  breathing. 
Her  face,  arms,  legs,  hands,  feet,  abdomen,  and  left  breast 
were  swollen  with  dropsical  fluid.  Bronchial  rales  were  heard 
over  both  lungs,  and  there  was  dulness  at  their  bases.  She 
expectorated  frothy  viscid  sputum.  Her  abdomen  measured 
46  inches  in  circumference  and  gave  a  distinct  thrill  when 
struck  with  the  fingers.  The  urine  was  dark  coloured,  of 
sp.  gr.  1015  and  contained  a  considerable  quantity  of  albu- 
men. She  was  purged  with  jalap  and  ordered  expectorants 
and    diuretics.      There    was    a    hernial     protrusion    at   the 
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umbilicus  about  the  size  of  a  large  orange^  tense,  with  a  thin 
covering  of  discoloured  skin. 

On  April  9  paracentesis  abdominis  was  performed  for  the 
third  time.  The  hernial  sac  was  emptied  after  removal  of  the 
fluid  and  a  pad  was  applied  over  it.  Eighteen  pints  of  fluid 
were  drawn  off  and  the  patient  was  greatly  relieved. 

April  13. — When  the  bandage  was  removed  the  hernial 
sac  was  found  filling  up  with  fluid. 

April  15. — Albumen  in  the  urine  is  stated  to  be  one  third, 
and  the  abdomen  is  refilling,  whilst  cough  and  expectoration 
continue. 

April  16. — Blood  was  noticed  to  be  present  in  the  urine, 
and  this  continued  in  small  quantity  with  much  albumen  until 
May  22,  the  cough  and  expectoration  varying  from  day  to 
day. 

May  22. — At  about  4  a.m.  the  patient  was  suddenly  seized 
with  pain  over  the  umbilical  region,  followed  by  vomiting. 
As  vomiting  continued  for  several  hours,  Mr.  Anderson,  the 
house  physician,  was  sent  for,  and  he  discovered  that  the  hernia 
was  larger  (about  the  size  of  a  double  fist),  strangulated,  and 
irreducible ;  an  ice-bag  was  placed  over  the  tumour  and  a 
grain  of  opium  was  administered.  Mr.  Lucas  arrived  about 
one  o'clock,  and  failing  to  reduce  the  tumour,  proceeded  to 
operate.  Chloroform  was  administered,  and  under  cai'bolic 
spray  an  incision  three  inches  in  length  was  made  vertically 
over  the  upper  part  of  the  tumour.  The  ring  was  enlarged 
external  to  the  sac,  but  the  tumour  continuing  to  resist 
taxis  the  sac  was  opened  and  found  to  contain  a  large  loop  of 
purple  bowel  and  a  considerable  quantity  of  fluid.  The  neck 
of  the  sac  was  now  divided  and  an  attempt  again  made  to 
reduce  the  bowel,  but  owing  to  the  mass  of  water  in  the  abdo- 
men behind,  it  was  found  impossible  to  press  the  bowel  back. 
Finding  that  the  only  obstacle  to  reduction  was  the  water 
pressure  behind,  Mr.  Lucas  now  placed  his  finger  in  the  abdo- 
men, and  drawing  the  bowel  on  one  side,  allowed  the  fluid  to 
flow  out  of  the  abdomen  whilst  the  patient  was  turned  on  her 
side.  In  this  way  three  and  a  half  pints  of  ascitic  fluid 
escaped,  and  the  bowel  was  afterwards  easily  returned.  After 
the  bowel  had  been  reduced,  Mr.  Lucas  proceeded  to  separate 
the  sac  from  the  surrounding  tissues,  and  it  was  then  cut  away 
close  to  the  aperture.  Three  green  catgut  stitches  were  next 
passed  through  the  margins  of  the  tendinous  aperture,  which 
was  thus  closed,  the  ligatures  being  cut  short  after  being  tied. 
The  whole  of  the  thin  distended  skin   of  the  umbilicus  was 
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then  cut  away  and  the  margins  of  the  aperture  in  the  skin 
were  brought  together  with  wire  sutures.  Antiseptic  dress- 
ings were  applied. 

Sickness  occurred  at  intervals  during  the  night  following 
the  operation^  but  ceased  at  ten  the  next  morning.  The 
patient  was  very  comfortable  for  several  days  after  the  operation. 
On  the  sixth  day  all  the  wire  stitches  were  removed  and  the 
wound  appeared  to  have  healed  pi'imarily.  The  albumen  in 
the  urine  still  deposited  about  one  third  on  boiling,  as  before 
the  operation,  and  there  was  also  some  blood  present  in  it. 
Ten  days  after  the  operation  the  patient  complained  of  some 
pain  about  the  wound,  and  some  discharge  took  place  from  it ; 
the  temperature  also  rose  to  I00°'3.  The  cause  of  this  disturb- 
ance proved  to  be  one  of  the  catgut  stitches,  which  came 
away  fifteen  days  after  the  operation  quite  unchanged.  It  is 
fair  to  say  the  catgut  had  not  been  soaked,  and  was  quite  dry 
till  the  commencement  of  the  operation,  when  it  was  placed  in 
a  5  per  cent,  solution  of  carbolic  acid.  After  the  ligature 
had  come  away  the  wound  gradually  closed.  She  had  occa- 
sional exacerbations  of  her  cough  and  occasional  sickness  and 
somewhat  irregular  temperature,  but  she  gradually  improved, 
though  the  quantity  of  albumen  in  the  urine  continued  about 
the  same.  She  left  the  hospital  on  July  25,  at  which  time 
there  was  no  tendency  to  protrusion  at  the  umbilicus. 

Case  2.  Strangulated  umbilical  herniawith  adherent  omental 
sac.  Excision  of  sac,  omentum,  and  skin  covering  after  reduc- 
tion of  the  boweL  Recovery. — C.  F.,  set.  52,  a  very  stout, 
plethoric  woman,  was  admitted  into  Guy's  Hospital  on  Septem- 
ber 6,  1885.  She  is  married  and  has  four  children.  Eleven 
years  ago,  when  lifting  a  heavy  pan  of  clothes,  she  felt  some- 
thing give  way  at  the  navel,  and  a  medical  man  afterwards 
told  her  she  had  a  rupture.  Since  that  time  she  has  on  four 
occasions  required  chloroform  in  order  to  reduce  it,  the  last 
occasion  being  in  August  of  last  year. 

At  10  o'clock  yesterday  morning  (September  5),  as  the 
result  of  a  severe  fit  of  coughing,  the  rupture  became  distended 
and  irreducible.  She  was  seized  with  severe  pain  over  the 
stomach  and  vomiting  occurred  soon  after,  and  this  continued 
till  her  admission  into  Guy's,  about  7  o'clock  in  the  evening  of 
the  6th.  Her  bowels  had  not  acted  since  the  rupture  came 
down.  She  was  sick  soon  after  her  admission,  bringing  up  a 
greenish  fluid.  She  complained  much  of  pain  and  was  very 
restless.  The  tumour  was  of  large  size,  being  four  inches  in 
vertical  diameter  and  three  in  transverse,  tense,  devoid  of 
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impulse,  and  tender  on  manipulation.  It  was  uneven  on  the 
surface,  there  being  three  projections.  In  the  situation  of  the 
navel  there  was  a  bluish,  tense  projection,  of  the  size  of  an 
orange,  tympanitic  on  percussion,  whilst  the  lower  part  of  the 
tumour  was  dull. 

Taxis  having  failed  both  before  and  after  the  administration 
of  chloroform,  Mr.  Lucas  proceeded  to  operate  at  nine  o'clock 
in  the  evening.  A  vertical  incision  about  four  inches  in 
length  was  made  at  the  upper  part  of  the  tumour  and  the  sac 
exposed.  The  ring  being  reached,  it  was  divided  freely  on  a 
director  and  taxis  was  again  tried,  without  success.  The  sac  was 
then  opened  and  some  blood-stained  fluid  escaped.  The  sac 
was  found  to  contain  a  large  mass  of  omentum  adherent  over 
the  greater  part  and  forming  an  omental  sac,  within  which  the 
bowel  was  strangulated.  After  division  of  the  stricture 
several  feet  of  dark  purple  small  intestine  were  reduced ;  the 
transverse  colon  then  appeared  in  the  sac,  but  it  was  not  stran- 
gulated. Two  large  pieces  of  omentum  were  ligatured  with 
green  catgut  and  cut  away,  and  the  sac  was  then  separated 
from  its  connections  and  removed,  except  at  the  lower  part, 
where  the  omentum  was  adherent  to  the  sides  of  the  ring. 
Here  an  edge  of  omentum  and  sac  was  left.  Three  strong  cat- 
gut stitches  were  now  passed  through  the  margins  of  the  ring 
to  the  peritoneal  surface  and  used  to  bring  the  edges  close 
together,  and  the  small  remnant  of  sac  was  sewn  over  the  stump 
of  omentum.  The  thin  distended  skin  covering  the  hernia 
was  then  all  cut  away,  and  the  margins  of  the  wound  left  were 
united  with  six  wire  sutures.  Antiseptics  were  used  through- 
out, and  carbolized  gauze  applied.  She  was  ordered  a  grain 
of  opium  every  sixth  hour,  and  milk  Oij  and  brandy  ^ij  during 
twenty-four  hours. 

September  9. — She  had  no  sickness  after  the  operation  and 
was  quite  relieved  of  the  abdominal  pain ;  abdomen  soft  and 
not  tender.     She  passed  flatus,  but  no  motion. 

September  1 0. — There  was  a  rise  of  temperature,  and  on 
being  dressed  some  blood-stained  discharge  escaped  from  the 
lower  part  of  the  wound. 

After  a  week  a  slough  came  away,  evidently  the  remnant 
of  sac  and  stump  of  omentum.     After  this  she  rapidly  improved. 

September  11. — Opium  reduced  to  a  grain  night  and 
morning. 

September  1 5. — Her  bowels  acted  for  the  first  time.  Opium 
omitted. 

September  23. — The  drainage-tube  was  removed. 
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September  27. — She  sat  up,  since  whicb.  time  she  is  prac- 
tically convalescent. 

The  wound  healed  soundly  and  she  left  about  a  week  later. 

These  two  cases  well  illustrate  the  advantage  of  removing 
the  sac  and  locking  up  the  abdomen  by  suturing  the  aperture 
in  cases  of  umbilical  hernia.  Neither  of  the  patients  was  in  a 
good  condition  for  operation,  one  being  in  an  advanced  stage  of 
dropsy  from  Bright's  disease,  the  other  being  an  exceedingly 
fat  patient.  In  both  the  amount  of  bowel  strangulated  was 
large,  and  in  one  the  hernia  was  much  complicated  by  the 
adherent  omental  sac  which  was  cut  off  close  to  the  transverse 
colon.  In  both  some  suppuration  occurred,  which  would 
probably  have  proved  fatal  had  the  ring  been  left  open  ;  but  in 
neither  case  did  the  suppuration  extend  to  the  peritoneum,  and 
both  patients  recovered  without  any  symptom  to  cause  serious 
anxiety. 
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III. — A  Case  of  Trephining  for  Compression  hy  a  Clot 
derived  from  a  Lacerated  Meningeal  Artery,  suggest- 
ing Temporary  or  Permanent  Closure  of  the  Carotid 
as  a  means  of  controlling  the  Hcemorrhage.  By 
Chaeters  J.  Symonds,  M.S.     Read  October  9,  1885. 

ALFRED  S.,  a3t.  43,  was  admitted  on  November  24,  1883, 
at  1.30  P.M.  into  Guy's  Hospital  under  my  care.  He 
had  shortly  before  fallen  off  a  step-ladder  from  a  height  of  six 
feet,  and  was  said  to  have  struck  the  left  side  of  his  head 
against  another  ladder.  When  admitted  he  was  completely 
unconscious  and  had  been  so  ever  since  the  accident.  There 
was  considerable  ecchymosis  of  the  left  eyelids,  and  some 
blood  beneath  the  conjunctiva  over  the  upper  and  back  part 
of  the  eyeball.  Blood  flowed  freely  from  the  nose,  but  there 
was  no  haemorrhage  from  the  ears.  There  were  two  abrasions 
on  the  scalp  behind  the  line  of  the  left  coronal  suture, 
and  considerable  swelling  here  and  over  the  temporal  region 
from  extravasated  blood.  Through  the  swelling  the  bone 
could  be  felt.  A  depression  was  said  to  have  been  observed 
at  the  site  of  the  great  wing  of  the  sphenoid.  There  was  com- 
plete paralysis  of  the  right  arm  and  leg,  and  as  no  movement 
of  the  left  limbs  occurred  when  the  right  were  irritated, 
there  appeared  to  be  ansesthesia  also,  but  his  deep  state  of 
unconsciousness  rendered  the  observation  doubtful.  The 
right  side  of  the  face  was  also  completely  paralysed.  The 
pupils  were  contracted  and  were  not  further  diminished  under 
a  strong  light.* 

Pulse  full,  compressible,  52  to  the  minute,  but  falling 
lower.     Respiration  28,  without  stertor. 

At  2  P.M.  I  was  called  to  the  man,  and  found  him,  as  above 
described,  in  an  absolutely  insensible  condition.  He  could 
not  be  roused,  and  as  the  coma  was  distinctly  deepening  I 
decided  to  trephine  at  once.  A  few  inhalations  of  chloroform 
only  were  given.  The  spray  and  other  antiseptic  precautions 
were  used  throughout.  I  made  the  crucial  incision  further 
back  than  usual  in  order  to  expose  the  posterior  branch  of  the 
middle  meningeal  artery,  for  the  chief  injury  to  the  scalp  was 

*  The  left  limbs,  though  somewhat  rigid,  were  moved  voluntarily  when  irri- 
tated. 
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posterior  to  the  exact  site  o£  the  trunk  of  the  vessel.  No 
fissure  was  found  in  the  bone^  but  on  removing  the  disk  which 
showed  the  grooves  for  the  artery  an  immense  pulsating  clot 
was  exposed,  and  blood  ran  freely  out  from  the  cranial  cavity. 
The  clot  was  rapidly  turned  out  from  an  area  about  three 
times  as  large  as  the  trephine  aperture,  or  about  three  inches  in 
diameter.  On  passing  the  finger  forward  depressed  bone 
was  felt,  and  as  the  bleeding  was  profuse  the  incision  in  the 
scalp  was  carried  forwards  and  the  bone  removed  by  Hoff- 
man's forceps. 

At  2.30,  just  before  the  disk  of  bone  was  removed,  the 
pulse  fell  to  40,  but  rose  again  to  59.  At  2.55  p.m.,  the  clot 
having  been  removed,  movement  was  observed  in  the  right 
foot,  and  the  pulse  rose  to  64.  A  laceration  was  now  seen 
in  the  artery,  and  was  closed  by  passing  a  fine  gut  ligature 
under  it  and  tying  above  and  below  the  wound. 

At  3.20  P.M.  the  bleeding  still  continued,  the  pulse  counted 
80;  the    respirations    were    quiet.     Pressure    with  a  sponge 
controlled  the  hasmorrhage  for  a  moment  only,   and   as  the 
brain  did  not  rise  to  the  bone  but   remained  depressed  for 
rather  more  than  an  inch  with  the  wrinkled  dura  mater  lying 
upon  it,  a  plug  could  not  be  retained.     Proceeding  to  remove 
the  bone  further  towards  the  base,  two  loose  pieces  were  found 
just  by  the  tip  of  the  greater  wing  of  the  sphenoid,  and  here 
the  main  trunk  of  the  vessel  was   seen  nearly  torn  across. 
The  artery  was  seized  by  torsion  forceps  on  either  side  of  the 
laceration,  its  division  completed,  and  the  ends  twisted.     This 
was  easily  accomplished,  the  vessel  stripping  readily  off  the 
dura  mater.     It  was  hoped  that  at  last  the  source  of  the  bleed- 
ing had  been  reached,  but  blood  continued  to  escape  as  pro- 
fusely as  ever.     At  3.30  p.m.  the  pulse  was  70  and  the  patient 
more  conscious,  and  some  movement  of  the  muscles  of  the  face 
was  noticed.     At  3.45  p.m.  the  pulse  was  100  and  occasionally 
intermittent ;  the  man  moved  the  right  arm  and  leg.    Various 
means  were  tried  for  arresting  the  haemorrhage,  amongst  others 
the  cavity  was  syringed  out  with  iced  carbolic  water  (1  in 
20).     The  bleeding  came  from  the  main  trunk  at  a  point  too 
low  to  be  reached  from  above,  for  I  had  now  removed  the  bone 
till  the  base  of  the  skull  was  actually  reached.     Finally,  a  long 
gut  ligature  was  passed  under  the  vessel  as  low  down  as  possible, 
a  piece  of  the  dura  mater  being  included.     Traction  upon  this 
arrested  the  bleeding  to  a  great  extent,  which  was  ultimately 
completely  checked  by  fastening  on  a  pair  of  torsion  forceps, 
pushed  down  to  the  farthest  accessible  point  and  giving  them 
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a  half  turn.     Botli  ligature  and  forceps  were  carried  out  of  the 
wound  and  fixed  and  the  usual  dressings  applied. 

The  operation  lasted  two  hours  and  five  minutes_,  the  greater 
part  of  the  time  being  occupied  in  finding  the  bleeding  point 
and  then  in  ai*resting  the  haemorrhage. 

The  result  of  the  procedure  was,  that  the  man  recovered 
good  voluntary  movement  of  his  previously  helpless  limbs  and 
was  able  to  give  his  name  and  address.  The  facial  paralysis 
still  remained. 

At  7.45  P.M.  he  became  somewhat  restless,  moaned  a  good 
deal,  but  spoke  distinctly  and  at  request.  The  dressings  being 
saturated  with  blood  and  serum,  were  changed,  and  he  had  a 
hypodermic  injection  containing  |-th  grain  of  morphia  and 
fifteen  drops  of  brandy. 

November  25  (10  a.m.). — He  had  passed  a  quiet  night  and 
had  taken  a  pint  of  milk.  He  had  recovered  his  consciousness 
so  as  to  be  able  to  answer  all  questions  rationally  and  intelli- 
gently and  to  call  for  the  proper  utensils.  He  had  recovered 
complete  power  in  the  leg  and  arm.  His  temperature  was  99°. 
At  2  P.M.  he  became  restless  and  dull,  with  muttering  delirium. 
He  was  given  an  injection  of  morphia  (gr.  -g-th),  but  gradually 
the  restlessness  increased  to  delirium,  so  that  towards  evening 
he  had  to  be  removed  to  the  "strong  room"  and  put  under 
special  supervision.     At  10  p.m.  the  temperature  was  101*4°. 

November  26  (10.30  a.m.). — He  was  quite  insensible,  breath- 
ing was  stertorous,  with  puflSng  of  cheeks  and  lips  ;  he  was  very 
pale ;  the  pulse  was  quick.  The  dressing  was  blood  stained 
and  was  renewed,  the  forceps  were  also  removed,  and  it  was 
noticed  that  the  dura  mater  had  risen  up  and  rather  bulged 
into  the  opening.  The  unconsciousness  deepened,  the  tem- 
perature recorded  every  hour  gradually  rose,  being  103*4°  on 
the  morning  of  the  26th,  and  104*8°  shortly  before  his  death  at 
3.15  p.m.,  just  about  fifty  hours  from  the  time  of  the  accident. 

At  the  post-mortem  the  fracture  was  found  running  (from 
the  operation  site)  to  the  great  wing  of  sphenoid,  where  it 
bifurcated,  one  branch  running  over  the  orbital  roof  into  the 
cribriform  plate,  the  other  into  the  middle  fossa,  through  the 
sphenoidal  fissure  and  optic  foramen,  and  thence  forwards  to 
join  the  other  division  in  the  cribriform  plate.  The  right 
temporo-sphenoidal  lobe  and  right  half  of  the  cerebellum 
were  superficially  bruised.  The  dura  mater  was  acutely 
inflamed  over  the  area  exposed  (2^  inches  by  1  inch),  and 
had  a  yellow  colour  at  this  part.  There  was  early  general 
meningitis.     A  wound  of  the  main  trunk  of  the  meningeal 
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artery  was  found  beyond  the  point  reached  by  the  opera- 
tion. 

Remarks. — My  chief  object  in  bringing  this  case  to  the 
notice  of  the  Society  is  to  call  attention  to  the  paucity  of 
information  upon  the  methods  of  dealing  with  the  bleeding 
vessel,  and  to  suggest  the  temporary  or  complete  closure  of 
the  common  or  external  carotid,  where,  after  evacuating  the 
clot,  haemorrhage  cannot  be  arrested  by  simple  means  and 
without  prolouging  the  operation  to  dangerous  limits.  I  have 
no  doubt  that  this  suggestion  has  occurred  to  others  and  may 
have  been  put  in  practice,  before  it  occurred  to  me  in  con- 
nection with  this  case  two  years  ago,  but  the  fact  that  in  our 
most  recent  and  valuable  surgical  works  no  mention  is  made 
of  it,  will  be,  I  trust,  sufl&cient  excuse  for  bringing  the  subject 
forward. 

Such  severe  bleeding  does  not  often  appear  to  have  been 
encountered,  no  mention  being  made  of  the  methods  of 
arresting  it  in  the  System  of  Surgery.  The  blood  welled  up 
and  filled  the  cavity  in  a  few  seconds  over  and  over  again, 
the  meningeal  artery  was  secured  in  two  places,  as  mentioned 
above,  without  making  any  difference,  for  the  main  trunk 
had  been  wounded  at  a  point  beyond  my  reach,  and  was  only 
arrested  by  twisting  the  vessel  with  the  dura  mater  by  means 
of  a  torsion  forceps  left  in  situ. 

As  a  possible  explanation  of  the  severity  of  the  bleeding 
it  may  be  noted  that  the  brain  did  not  recover  itself  after  the 
removal  of  the  clot,  but  remained  depressed,  with  the  dura 
mater  lying  in  wrinkles  upon  it.  The  loss  of  the  compressing 
power  of  the  cranial  contents  may  have  had  something  to  do 
with  the  bleeding. 

How  soon  the  brain  rose  in  contact  with  the  skull  cannot  be 
said.  At  the  end  of  forty-eight  hours,  when  the  temperature 
was  high,  it  was  bulging  into  the  opening.  Amongst  the 
methods  enumerated  for  arresting  the  bleeding  none  would 
have  proved  effective  in  this  case,  though  sufficient,  no  doubt, 
in  less  serious  examples.  Had  the  carotid  been  compressed 
from  the  moment  of  the  man's  admission,  as  well  as  during  the 
trephining,  and  then  ligatured,  I  believe,  seeing  how  rapid  and 
complete  was  the  recovery  of  power  and  consciousness,  that 
the  termination  of  the  case  would  have  been  different. 

To  the  severity  of  the  operation,  to  its  great  prolongation, 
and  to  the  loss  of  blood,  must  be  largely  attributed  the  fatal 
meningitis,  and  in  a  future  case  I  shall  not  hesitate  to  ligature 
the  carotid.    Whether  we  should  select  the  common  or  external 
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carotid  must  depend  upon  how  far  ligature  of  the  latter  vessel 
is  found  to  be  a  safe  proceeding  in  these  and  in  other  cases. 
I  have  no  doubt  that  with  the  primary  union  that  follows  most 
cases  of  ligature  at  the  present  day,  we  need  have  less  fear 
of  secondary  haBmorrhage  on  account  of  the  short  length  of 
the  vessel  that  is  free  from  branches,  than  we  formerly  had. 
The  external  is,  I  imagine,  to  be  preferred,  as  if  sufficient  to 
control  the  haemorrhage,  the  special  cerebral  dangers  attending 
ligature  of  the  common  carotid  will  be  avoided. 

Mr.  Furneaux  Jordan,  in  his  Surgical  Inquiries,  suggests 
that  the  common  carotid  might  be  tied  for  the  relief  of  cerebral 
compression  in  these  cases,  without  resorting  to  trephining. 
To  be  successful  it  would  require  to  be  done  very  early,  and 
such  an  opportunity  will,  I  imagine,  not  often  present  itself. 

The  case  presents  one  or  two  other  points  of  interest  to 
which  I  may  refer.  And  first  it  is  noted  that  there  was  no 
conscious  interval  between  the  receipt  of  the  injury  and  the 
onset  of  symptoms.  The  absence  of  this  sign  might  have 
been  due  either  to  concussion  or  laceration  of  the  brain,  and 
the  latter  would  also  have  served  to  explain  the  paralysis,  but 
I  doubt  if  so  severe  and  limited  a  hemiplegia  is  ever  caused 
by  cerebral  laceration.  The  general  injury  is  so  great  in  such 
cases  as  to  give  bilateral  symptoms,  though  the  severity  may 
differ  on  the  two  sides.  The  one-sided  paralysis,  and  the 
deepening  coma,  decided  the  course  that  was  adopted. 

I  have  already  referred  to  the  non-recovery  of  the  brain 
after  removal  of  the  clot,  and  though  it  remained  depressed 
for  quite  an  inch,  immediate  recovery  of  power  took  place. 
I  have  suggested  too  that  the  continuous  bleeding  may  have 
been  in  part  due  to  the  loss  of  the  pressure  of  the  brain. 

The  post-mortem  appearances  indicate  that  the  fatal  result 
was  directly  due  to  the  operation,  for  the  dura  mater  over  the 
area  exposed  was  yellow  and  purulent  on  its  outer  surface,  while 
congestion  alone  existed  elsewhere.  There  was  no  inflamma- 
tion round  the  lacerated  brain,  nor  did  the  injuries  sustained 
by  this  organ  appear  to  be  of  a  fatal  character,  an  observation 
supported  by  the  rapid  return  of  voluntary  power. 

I  do  not  think  that  the  result  in  this  case  at  all  affects  the 
operation  of  trephining  itself,  for  the  special  circumstances 
were  such  as  to  greatly  interfere  with  average  success.  As 
to  antisepticity,  it  may  be  said  that  beyond  the  fact  of  the 
dressings  being  soaked  with  bloody  serum  there  was  no 
evidence  of  sepsis. 
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IV. — Some  Bemarhs  on  Cholecystotomy,  ivith  the  Reports 
of  two  Successful  Gases.  By  A.  W.  Mayo  Robson. 
Bead  October  23,  1885. 

AFTER  the  interesting  paper  by  Mr.  Lawson  Tait  on  "  The 
Surgical  Treatment  of  Gall-stones/'  in  the  Lancet  of  August 
29^  and  September  5,  1885,  with  the  reports  of  his  cases  pre- 
viously published  j  and  after  the  paper  by  Musser  and  Keen  in 
the  American  Journal  of  Medical  Science,  in  which  thirty- five 
cases  of  cholecystotomy  are  reported  (of  which  ten  were 
fatal),  the  record  of  my  two  successful  cases  would  seem  to 
be  almost  unnecessary  if  the  subject  were  not  still  sub- 
judice  and  did  not  present  many  interesting  physiological 
and  pathological  questions  not  yet  settled,  and  which  every 
case  fully  reported  may  do  something  to  elucidate.  But  my 
apology  must  be  a  paragraph  taken  from  Sir  Spencer  Wells's 
Work,  Uterine  and  other  Abdominal  Tumours,  1885,  p.  203, 
where  he  says,  "  What  we  need  is  further  experience  and  an 
accurate  record  of  all  cases." 

Case  1. — Mrs.  B.,  aet.  33,  a  thin,  nervous,  weakly-looking 
but  apparently  healthy  person,  of  temperate  and  regular  habits, 
and  without  anything  special  to  mention  in  her  family  history, 
consulted  me  in  June,  1884,  on  account  of  a  lump  which  she 
had  noticed  six  months  previously  in  the  right  side  of  her 
abdomen.  It  was  then  about  the  size  of  a  hen's  egg,  gave  no 
pain,  was  not  tender,  could  be  freely  moved  across  the  abdomen 
to  the  left  side,  pushed  up  to  the  right  ribs  and  nearly  down 
to  Poupart's  ligament;  the  abdomen  being  quite  flaccid,  it 
was  easy  to  trace  the  pear-shaped  outline  of  a  tense  swelling, 
dull  on  percussion,  whose  apex  passed  up  to  the  margin  of  the 
liver  to  the  right  of  the  notch  in  the  anterior  border ;  in  fact, 
it  could  be  grasped  in  the  hand,  and  there  could  be  no  doubt 
whatever  that  the  tumour  was  a  distended  gall-bladder.  She 
then  told  me  that  there  was  a  sense  of  dragging,  with  some 
uneasiness,  but  no  actual  pain^  although  occasionally  at  infre- 
quent intervals,  some  time  back,  she  had  had  what  she  termed 
spasms,  and  twelve  years  ago  she  distinctly  remembered  an 
attack  of  intense  pain  in  the  region  of  the  stomach  which  con- 
tinued more  or  less  for  a  week,  and  which  had  been  pronounced 
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inflammation ;  but  she  was  quite  sure  that  she  was  not  jaun- 
diced and  that  she  never  had  had  an  attack  of  jaundice. 

Her  excretions  were  perfectly,  normal  in  every  respect  and 
there  was  no  disease  of  other  organs.  I  explained  her  case  to 
her,  and  told  her  that  I  saw  no  immediate  danger  nor  even 
any  serious  indication  to  interfere  actively  then,  but  that  in 
case  of  increase  of  the  swelling,  pain,  or  other  trouble,  I  should 
advise  an  operation.  Soon  after  this  she  became  pregnant  of 
her  fifth  child,  went  through  the  pregnancy  and  got  over  her 
confinement,  I  am  told,  without  any  difl&culty.  In  June,  1885, 
I  was  asked  to  see  her  again  as  her  tumour  was  larger  and  was 
causing  considerable  uneasiness,  both  mental  and  physical. 

On  examination,  I  found  the  tumour  with  all  its  previous 
characteristics,  but  quite  doubled  in  size  and  extremely  tense, 
in  fact,  I  could  not  help  feeling  that  it  might  rupture  and 
produce  fatal  peritonitis  if  she  received  any  concussion  of  the 
abdomen;  hence  I  advised  operation  and  asked  Mr.  Wheel- 
house  to  see  the  case  with  me.     He  endorsed  my  opinion. 

June  21,  1885. — With  all  the  usual  measures  as  to  cleanli- 
ness, and  with  full  antiseptic  precautions,  including  the  spray, 
I  performed  cholecystotomy,  my  brother,  Mr.  Herbert  J. 
Robson,  giving  ether,  and  my  cousin,  Mr.  F.  H.  Mayo,  assisting 
me.  An  incision  of  one  and  a  half  inches  was  made  over  the 
centre  of  the  tumour  along  the  linea  semilunaris  to  the  right 
of  the  umbilicus ;  three  small  vessels  were  ligatured  and  the 
peritoneum  was  opened,  exposing  the  tumour ;  the  needle  of  an 
aspirator  was  introduced  and  half  a  pint  of  clear  fluid  with- 
drawn. The  gall-bladder  was  partly  drawn  through  the 
opening,  and  after  sponges  had  been  packed  around  it  an 
opening  of  half  an  inch  was  made  with  the  scalpel  and  the 
right  index  finger  introduced  into  what  appeared  to  be  an 
empty  sac ;  but  at  the  bottom  of  the  empty  sac  an  opening 
was  found  which  would  just  allow  the  little  finger  to  pass 
through  into  another  cavity,  "  the  dilated  cystic  duct "  con- 
taining gall-stones  of  which  eight  were  removed  by  means 
of  long  slender  forceps  j  the  stones  were  of  a  dark  brown 
colour  and  were  facetted,  varying  from  the  size  of  a  large  pea 
to  that  of  a  bean.  A  probe  passed  to  the  depth  of  five  inches 
and  pushed  in  all  directions  failed  to  discover  another  calculus, 
and  the  finger  passed  into  the  peritoneal  cavity  all  along  the 
duct  could  feel  nothing  abnormal.  The  peritoneal  coat  of  the 
gall-bladder  was  now  carefully  sutured  to  the  edge  of  the 
parietal  peritoneum,  and  the  mucous  coat  to  the  skin,  by  means 
of  a  series  of  No.  2  chromicised  gut  sutures  which  were  used 
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to  fasten  up  the  remainder  of  the  wound  unoccupied  by  the 
gall-bladder,  just  as  one  sutures  the  abdominal  wound  after 
ovariotomy.  A  large  india-rubber  drainage-tube  was  inserted 
into  the  gall-bladder,  and  the  wound  was  dressed  with  salicylic 
wool  over  a  layer  of  gauze  dipped  in  perchloride  solution. 
The  patient  was  kept  on  barley  water  for  the  first  twenty-four 
hours  and  afterwards  on  milk,  gradually  returning  to  ordinary 
diet.  The  pulse  never  rose  above  80  or  the  temperature  above 
99°. 

On  the  seventh  day,  the  large  drainage-tube  was  removed, 
the  wound  being  all  healed  except  the  opening  into  the  sac ; 
on  the  fourteenth  day  she  was  allowed  to  get  up,  but  on  the 
sixteenth  day  as  the  fistula,  though  contracting,  kept  open,  I 
passed  the  blades  of  a  slender  pair  of  forceps  and  at  once  felt 
a  stone  about  the  size  of  a  bean,  which  I  easily  removed.  The 
next  day  she  went  for  a  drive  and  shortly  afterwards  journeyed 
to  the  seaside  with  her  family. 

September  7. — She  complained  of  a  feeling  of  moisture 
under  the  dressing,  and  on  examination  there  was  found  to  be 
a  small  fistula,  just  admitting  a  fine  probe,  which  could  be 
passed  for  a  distance  of  five  inches  without  eliciting  any  feel- 
ing of  uneasiness,  and  which,  although  it  was  passed  in  all 
directions,  failed  to  discover  any  calculus.  From  first  to  last 
there  has  never  been  a  tinge  of  bile  in  the  dressing  or  any 
sign  of  pus  j  the  only  discharge  having  been  clear  and  watery, 
evidently  the  secretion  of  the  gall-bladder. 

At  present  (September  28)  the  opening  is  almost  if  not 
completely  closed.  Her  general  condition  is  improving  and 
she  is  free  from  pain. 

Case  2. — Fraulein  L.  S.,  set.  22,  a  nursery  governess 
residing  near  Skipton,  was  admitted  February  11,  1885,  into 
the  Leeds  General  Infirmary  under  the  care  of  my  colleague. 
Dr.  Churton,  who  has  kindly  allowed  me  to  refer  to  his  notes 
for  the  history  of  her  case  before  she  was  transferred  to  the 
surgical  side. 

She  stated  that  she  had  been  quite  well  up  to  December, 
1884,  when  she  began  to  suffer  from  constipation,  a  fortnight 
often  elapsing  before  she  could  have  her  bowels  moved ; 
medicine  had  no  effect,  and  since  December  11  she  had 
required  injections  regularly  ;  she  continued  thus  without  any 
other  symptoms  until  three  weeks  before  admission,  when  she 
began  to  vomit  after  every  meal ;  after  a  fortnight  she  had  to 
be  fed  by  the  rectum  as  nothing  could  be  retained  by  the 
stomach,  and  this  had  continued  for  a  week  before  her  admis- 
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sion ;  the  vomit  had  always  been  sour,  sometimes  bitter,  but 
never  yellow  or  faecal,  but  once,  a  week  previously,  she  vomited 
some  blood.  The  abdomen  had  never  been  greatly  distended 
except  after  long  attacks  of  constipation. 

Condition  on  admission. — Patient  was  a  well-nourished, 
dark-complexioned  girl,  with  a  healthy  coloured  skin,  and  large 
prominent  eyes,  showing  the  trace  of  old  inflammation  in  the 
shape  of  adherent  irides  and  scarred  and  hazy  corneee.  There 
was  no  history  of  syphilis  and  nothing  special  in  the  family 
history. 

Her  heart  and  lungs  were  healthy  and  the  urine  was 
normal.  A  hard  nodular  mass,  dull  on  percussion  and  tender 
on  manipulation,  could  be  felt  on  the  right  side  of  the  abdomen 
over  the  course  of  the  hepatic  flexure  and  the  ascending  colon. 
The  tongue  was  slightly  furred.  Although  her  appetite  was 
good  she  always  vomited  a  few  minutes  after  taking  any- 
thing. 

From  time  to  time  long  tube  enemas  were  given,  bringing 
away  scybalous  masses.  Various  methods  of  treatment  were 
adopted,  and  Dr.  Churton  twice  explored  the  swelling  by 
means  of  an  aspirator  needle,  without  finding  any  fluid. 

On  April  26,  she  being  somewhat  better  but  the  tumour 
persisting,  I  was  asked  to  see  her  with  Dr.  Churton. 

A  hard  resistant  oval  mass,  dull  on  percussion,  somewhat 
fixed  and  unfluctuating,  occupied  the  right  side  of  the  abdo- 
men. With  one  hand  placed  on  the  right  loin  and  another  in 
front  it  could  distinctly  be  felt  bimanually,  and  could  be 
moved  forward  like  an  enlarged  kidney,  but  not  laterally. 
Although  it  reached  nearly  to  the  liver  it  did  not  seem  to  be 
connected  with  it;  the  lump  was  decidedly  tender.  There 
were  no  enlarged  veins  on  the  surface  of  the  abdomen.  It 
was  felt  that  it  might  be  (a)  distended  gall-bladder,  (6)  faecal 
accumulation,  (c)  syphilitic  tumour,  (d)  malignant  growth,  or 
(e)  morbid  growth  in  the  kidney. 

Against  its  being  distended  gall-bladder  were  the  shape 
of  the  tumour,  the  absence  of  lateral  movement,  the  absence 
of  previous  attacks  of  pain,  and  apparently  the  absence  of 
fluid. 

Against  its  being  malignant  were  the  age,  general  appear- 
ance and  condition  of  the  patient,  who  gained  weight  on  the 
cessation  of  vomiting. 

If  it  had  been  faecal  accumulation  the  use  of  large  enemas 
would  have  dislodged  it  and  there  would  probably  not  have 
been  any  tenderness.    On  deep  and  careful  palpation  the  right 


Mr.  Mayo  Eobson  On  Gholecystotomy.  21 

kidney  could  be  felt,  thus  disposing  of  the  kidney  hypothesis ; 
hence  it  was  decided  to  give  specific  treatment  a  trial  before 
resorting  to  operative  means,  as  although  there  was  no  distinct 
history  of  syphilis  the  eyes  led  one  to  suspect  there  might  be 
a  hereditary  taint. 

As  she  did  not  improve,  the  vomiting  continuing  and  the 
tumour  remaining  as  before,  she  was  transferred  to  the  surgical 
side  of  the  hospital. 

On  July  20,  with  the  usual  antiseptic  precautions,  I  made 
an  incision  along  the  right  linea  semilunaris  for  about  three 
inches,  having  to  cut  through  a  considerable  thickness  of 
tissue  and  to  tie  numerous  vessels  before  I  reached  the  peri- 
toneum, on  opening  which  I  at  once  discovered  the  tumour  to 
be  a  distended  gall-bladder,  from  which  I  drew  off  by  means 
of  the  aspirator  eight  ounces  of  perfectly  clear  fluid,  sp.  gr. 
1004,  neutral,  not  viscid,  free  from  albumen  and  microscopic 
elements,  but  containing  about  as  large  a  quantity  of  chlorides 
as  is  contained  in  normal  urine;  the  fundus  of  the  gall-bladder 
being  then  extruded,  an  incision  of  three  quarters  of  an  inch 
was  made  into  it  and  the  finger  introduced,  discovering  a 
gritty  feel  due  to  numerous  small,  many  facetted,  white  calculi 
with  yellow  nuclei,  the  largest  not  being  above  the  size  of 
swan-shot;  these  were  removed  by  means  of  a  lithotomy 
scoop,  and  after  all  had  been  apparently  cleared  out  the  finger 
was  introduced  into  the  abdomen  to  feel  if  the  duct  were 
clear.  Nothing  abnormal  being  felt,  the  peritoneal  surface  of 
the  gall-bladder  was  sutured  to  the  parietal  peritoneum  by 
numerous  interrupted  chromicised  gut  sutures,  and  the  cut 
edge  of  the  gall-bladder  to  the  skin,  the  •  remainder  of  the 
wound  being  closed  as  in  ovariotomy.  A  large  drainage-tube 
was  left  in  the  gall-bladder,  g,nd  over  a  thin  layer  of  wet 
carbolic  gauze,  salicylic  wool  was  applied  as  a  dressing. 

After  the  first  few  hours  of  ether  sickness,  the  vomiting 
absolutely  ceased,  and  beyond  a  little  pain,  due  to  flatulency, 
there  were  no  further  symptoms  to  record,  the  pulse  and 
temperature  being  normal  throughout. 

The  tube  was  removed  on  the  fourteenth  day  and  she  was 
allowed  to  be  up  on  the  sixteenth ;  the  dressings  had  at  first 
to  be  changed  daily  on  account  of  the  free  clear  discharge 
from  the  tube,  but  after  the  second  week  they  were  only 
changed  every  fifth  or  sixth  day. 

On  August  9,  after  a  slight  attack  of  pain,  several  small 
concretions  were  found  on  the  dressing,  and  at  sundry  subse- 
quent dressings  tiny  stones  were  discovered. 
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August  29. — I  passed  a  pair  of  very  fine  forceps  and 
removed  several  small  calculi.  Although  I  passed  the  instru- 
ment quite  along  the  cystic  duct  I  could  find  no  more. 

She  was  made  an  out-patient  and  told  to  report  herself 
weekly. 

On  September  15  the  fistula  had  completely  closed^  and 
she  asked  to  be  allowed  to  go  home  to  Germany;  she  was 
feeling  well  and  strong,  could  take  her  food  heartily  and 
had  less  difficulty  with  her  bowels;  she  had  gained  flesh 
considerably. 

Remarks. — The  cases  resemble  one  another  in  being  both 
examples  of  multiple  gall-stones  causing,  or  else  simply  coexist- 
ing with,  a  persistent  block  in  the  cystic  duct ;  and  in  neither 
case  was  there  any  existing  jaundice  or  previous  history  of 
such ;  but  whilst  the  diagnosis  in  one  was  perfectly  clear,  in 
the  other,  although  the  nature  of  the  disease  was  suspected,  a 
distinct  diagnosis  was  not  made  until  the  abdomen  was 
opened. 

Whilst  in  Mrs.  B.'s  case  the  symptoms  were  chiefly  drag- 
ging pains  and  loss  of  flesh ;  in  the  other,  persistent  vomiting 
and  constipation  were  principally  complained  of.  It  is  also 
worth  noting  that  in  the  first  case  the  gall-stones  were  of  a  dark 
yellow  colour ;  in  the  second  they  were  pearly  white  with  yellow 
nuclei. 

In  the  operations,  which  were  performed  antiseptically, 
pains  were  taken  to  stitch  peritoneum  to  peritoneum,  and 
mucous  membrane  to  skin,  great  care  being  exercised  in  pro- 
tecting the  peritoneal  cavity  from  the  intrusion  of  any  of  the 
contents  of  the  tumour.  In  the  after-progress  the  discharge 
of  clear  fluid  free  from  bile,  and  the  length  of  time  elapsing  in 
the  second  case  before  the  fistula  closed,  soon,  however,  to 
reopen  (the  fistula  in  the  first  case  never  having  closed), 
indicates  that  the  cystic  duct  remains  blocked  in  both ;  but 
there  being  no  jaundice  and  no  illness,  the  common  ducts  are 
evidently  patent ;  moreover,  since  the  finger  introduced  into 
the  peritoneum  and  passed  along  the  cystic  duct  failed  to  dis- 
cover any  perceptible  enlargement,  and  a  probe  passed  as  far  as 
would  go  failed  to  feel  any  hard  body,  the  only  conclusion  I 
can  come  to  is  that  in  these  cases  there  is  organic  stricture  of 
the  ductus  cysticus. 

The  question  arises,  Is  there  organic  stricture  of  the  cystic 
duct  in  both  cases,  or  is  the  obstruction  due  to  other  concre- 
tions which  careful  probing  and  intraperitoneal  digital  explo- 
ration failed  to   discover  ?  If   I   beheved  there  were  calculi 
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causing  obstruction^  I  should  not  hesitate  to  advise  laparo- 
tomy as  a  preliminary  to  cholelithotrity  j  but  if  there  be  stric- 
ture, which  I  believe,  then  I  should  hesitate  to  advise  another 
operation,  since  if  the  stricture  were  dilated  contraction  would 
be  likely  to  recur,  again  giving  rise  to  a  tumour  requiring 
further  treatment. 

Another  question  arises  :  Would  cholelythectomy  have  been 
in  these  cases  a  better  operation  ?  Sir  Spencer  Wells  seems 
rather  to  incline  to  this  extreme  measure  in  preference  to 
cholecystotomy,  but  in  the  record  of  published  cases  the 
mortality  is  so  great  that  unless  I  saw  a  better  way  of  doing 
it  I  should  certainly  hesitate  to  recommend  it. 

However,  if  I  ever  have  to  perform  cholelythectomy  I 
should,  if  possible,  completely  draw  out  the  gall-bladder, 
bringing  the  duct  into  the  wound,  just  as  Mr.  Thornton  does 
the  ureter  in  abdominal  nephrectomy  ;  this  being-  more  likely 
to  prevent  the  entrance  of  foreign  matter  into  the  peritoneum. 

If  I  thought  that  dilatation  would  be  of  any  use  I  would 
pass  in  bougies  from  the  outside  through  the  fistula ;  but  this 
I  feel  would  be  attended  with  risk,  as  it  would  be  very  easy  to 
push  a  bougie  through  the  thin  wall  of  the  duct,  and  such  a 
proceeding  would,  I  fear,  lead  to  fatal  results. 

I  have  put  the  case  plainly  to  my  patients,  who  are  now 
both  well,  and  find  very  little  inconvenience  from  the  slight 
discharge ;  they  prefer  it  rather  than  running  any  risk. 

The  analysis  of  the  fluid  removed  from  the  cyst  is  of  great 
clinical  interest,  since  the  removal  of  a  clear  watery  fluid,  sp. 
gr.  1004,  containing  a  large  amount  of  chlorides,  from  a 
doubtful  tumour,  might  lead  to  the  diagnosis  of  hydatid  cyst 
instead  of  distended  gall-bladder. 

Hitherto  nothing  has  definitely  been  known  of  the  physio- 
logical action  of  the  fluid  from  the  gall-bladder,  but  finding 
from  two  to  six  drachms  of  fluid  secreted  daily  in  both  my 
cases  it  occurred  to  me  that  this  must  serve  some  useful 
purpose  in  the  animal  economy  ;  hence  I  asked  my  friend  and 
colleague.  Dr.  De  Burgh  Birch,  Professor  of  Physiology  in  the 
Yorkshire  College,  if  he  would  undertake  some  investigations 
on  the  secretions. 

I  had  previously  observed  that  the  orifices  of  both  fistulse 
were  always  perfectly  clean  and  absolutely  free  from  pus  or 
any  deposition,  that  the  fluid  was  always  free  from  odour, 
and  that  a  dressing  of  cotton  wool  retained  for  a  week  and 
thoroughly  saturated  with  fluid  remained  perfectly  sweet. 
I  therefore  thought  that  it  must  have  some  antiseptic  quality. 
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Professor  Birch  thinks  that  such  may  be  the  case,  since  he 
has  found  the  fluid  to  remain  perfectly  sweet  for  five  days 
when  retained  in  an  open  flask  in  ;,his  warm  laboratory.  He  has 
moreover  discovered  the  presence  of  a  milk-curdling  ferment, 
and  of  a  ferment  which  has  a  marked  diastatic  action  on 
starch ;  he  finds  chlorides  in  large  quantity,  a  small  amount  of 
phosphates  and  a  trace  of  bile  salts  and  serum  albumin,  but 
no  globulin. 

Hitherto  the  fluid  from  Case  2  has  only  been  examined, 
but  we  hope  to  be  able  to  collect  the  fluid  from  the  first  case 
so  as  thoroughly  to  check  and  verify  these  observations; 
possibly  to  add  others. 

If  the  fluid  from  the  gall-bladder  be  truly  antiseptic  it  may 
possibly  account  for  that  property  in  the  bile,  as  poured  into 
the  intestines  for  Dr.  Birch  tells  me  that  bile  from  the  hepatic 
duct  readily  decomposes. 

In  the  Lancet  for  September  5, 1885,  p.  424,  Mr.  Tait  says, 
"  In  cases  where  patients  suffer  from  numerous  gall-stones  the 
gall-bladder  is  never  distended,"  and  again  on  the  same  page, 
''When  we  operate,  therefore,  in  cases  of  small  numerous 
gall-stones,  we  find  them  lying  in  bile,  the  gall-bladder  to  a 
large  extent  continuing  to  perform  its  functions."  The  cases  I 
have  just  reported  must  therefore  come  under  an  entirely 
different  category,  as  they  apparently  differ  from  any  of  Mr. 
Tait's ;  for  the  gall-bladders  were  distended  and  were  evidently 
not  performing  their  functions  and  there  were  numerous  small 
calculi  which  were  not  bathed  in  bile. 

I  have  another  case  at  present  under  observation  in  a 
middle-aged  gentleman  of  temperate  habits,  which  I  think 
resembles  the  cases  referred  to  in  the  paragraph  quoted ;  in 
whom,  after  repeated  attacks  of  *'  spasms"  usually  coming  on 
in  the  night  and  unaccompanied  by  jaundice,  I  found  a  tumour 
in  the  right  lumbar  region  about  the  size  of  a  swan's  egg, 
which  persisted  for  several  weeks,  and  then  disappeared  after 
an  attack  of  pain  lasting  about  three  hours.  He  reported 
himself  to  me  about  a  month  ago,  when  there  was  no 
trace  of  the  tumour  and  there  had  been  no  repetition  of  the 
pain.  I  have  no  doubt  he  is  the  subject  of  multiple  small 
gall-stones,  which,  in  passing,  occasionally  obstruct  the  cystic 
duct. 

I  have  explained  the  nature  of  his  case  to  him,  and  should 
the  duct  again  become  obstructed  or  the  pain  recur  I  shall 
advise  cholecystotomy,  as  I  feel  sure  that  it  is  a  perfectly  safe 
operation  if  carefuUy  performed;  which,  whilst  offering  the 
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probability  of  a  radical  cure,  saves  an  immense  amount  of 
suffering  and  no  little  danger. 

I  believe  that  there  are  many  cases  of  frequently  recurring 
biliary  colic  without  the  presence  of  a  tumour  where  ohole- 
cystotomy will  in  future  be  adopted  as  a  relief  to  suffering, 
and  as  a  preventive  of  the  many  dangers  of  exhaustion, 
biliary  toxaemia,  rupture,  suppuration  and  ulceration  into 
neighbouring  cavities. 

In  conclusion,  I  cannot  help  feeling  that  the  surgical 
treatment  of  gall-stones  opens  up  a  comparatively  new  field  in 
abdominal  surgery,  which,  unlike  many  surgical  triumphs,  is  at 
the  same  time  safe  and  efficient. 
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V. — Clinical  Notes  on  a  Febrile  Epidemic  Illness  at  a 
School.  By  Edward  Seaton,  M.D.  Bead  October 
23,  1885. 

IT  is  my  privilege  this  evening  to  bring  to  your  notice  an 
outbreak  of  illness  which  in  its  clinical  aspects  will  be 
interesting  to  you. 

Through  the  kindness  of  my  friend  Dr.  Bridges,  of  H.M. 
Local  Government  Board,  I  have  lately  had  the  opportunity  of 
observing  the  essential  characteristics  of  illness  in  a  very  exten- 
sive but  strictly  localised  febrile  epidemic  at  a  school  of  665 
boys,  amongst  whom  there  have  occurred,  in  three  or  four 
months,  157  attacks  of  illness  of  a  very  definite  nature,  which 
proved  fatal  in  seven  cases.  I  speak  of  the  outbreak  as  a  '^  febrile 
epidemic  "  because  I  am  unwilling  to  use  the  term  "  febricula  " 
before  a  Society  devoted  to  the  exact  study  of  the  symptoms 
of  disease,  and  because  it  is  generally  recognised  that  the  use 
of  this  Latin  word  is  merely  provisional  in  our  nomenclature, 
and  that  it  will  no  doubt  in  time  be  replaced  by  definite  names 
given  to  the  various  specific  and  non-specific  diseases  at  present 
grouped  under  this  vague  denomination. 

Though  the  primary  subject  for  discussion  this  evening  is 
the  clinical  and  not  the  etiological  characters  of  the  epidemic, 
I  may  observe  in  these  introductory  remarks  that  the  institu- 
tion in  which  it  has  occurred  is  a  Roman  Catholic  Poor  Boys' 
School  or  Orphanage,  situate  in  the  country  near  London  and 
that  there  are  comparatively  few  houses  in  its  immediate 
vicinity ;  further,  that  the  disease  has  been  strictly  confined 
to  the  school,  there  having  been  no  illness  of  the  same  kind 
amongst  the  inmates  of  houses  or  cottages  in  the  vicinity,  or 
amongst  the  visitors  from  the  neighbourhood  or  from  a  dis- 
tance. There  were  a  few  attacks  recorded  during  the  early 
part  of  June,  May,  April,  and  even  earlier  in  the  year ;  but 
the  disease  cannot  be  said  to  have  assumed  an  epidemic  form 
till  the  latter  part  of  June,  from  which  time  up  to  the  date  of 
this  communication  the  157  cases  have  occurred.  The  virulence 
of  the  attacks  has  been  less  in  the  latter  part  of  the  epidemic 
as  is  shown  by  the  following  table. 
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It  should  be  mentioned  that  the  above  classification  of  the 
cases  into  ''  slight/'  "  severe/'  and  "  very  severe  "  is  according 
to  the  highest  temperature  attained  in  each  case,  and  will  be 
explained  subsequently.  From  this  table  it  will  be  seen  that, 
comparing  the  months  of  July  and  September,  the  proportion 
of  slight  cases  was  as  17  to  32,  and  the  very  severe  cases  as 
52  to  38.  Another  notable  feature  in  the  epidemic  which  will 
be  referred  to  again,  has  been  the  occurrence  of  second 
attacks  in  at  least  five  cases.  These  second  attacks  were 
distinct  in  character  from  the  relapses  of  relapsing  fever,  there 
having  been  irregular  intervals  of  perfect  health  between 
them,  the  interval  in  one  case  being  as  long  as  sixty-six 
days. 

The  group  of  symptoms  which  characterises  this  epidemic 
clinically  is  as  follows :  Suddenness  of  attack  without  any 
premonitory  symptoms.  Attack  commencing  with  rigors  and 
severe  frontal  headache,  followed  in  a  few  hours  by  pyrexia, 
vomiting  (often  severe)  without  diarrhoea,  the  acute  stage 
being  further  marked  by  scantiness  of  urine  and  almost  com- 
plete absence  of  chlorides.  Eapid  development  of  the  crisis, 
the  fatal  cases  terminating  in  twenty-four  hours,  and  (in  the 
uncomplicated  cases)  defervescence  commencing  in  two  or 
three  days  in  the  slight  cases,  and  in  four  or  five  days  in 
severe  cases.  The  fall  of  temperature  being  generally  simul- 
taneous with  the  appearance  of  a  herpetic  eruption  on  the 
upper  lip,  and  perspiration,  but  no  marked  sweating.  Earache 
frequently  occurring  towards  the  end  of  the  fever,  and  some- 
times being  followed  by  otorrhoea.  Absence  of  any  other 
local  pains  except  those  due  to  the  straining  of  the  muscles  in 
vomiting.  The  duration  of  illness  generally  short  and  not 
exceeding  four  or  five  days,  unless  complicated  with  pneu- 
monia. 

Surely  a  disease  accompanied  by  so  well-defined  a  group 
and  train  of  symptoms  requires  a  distinctive  name  as  much  as 
typhus  fever  or  ague  ! 


28  Dr.  Seaton  On  a  Febrile  Epidemic  Illness. 

It  is  the  peculiar  grouping  of  the  symptoms  which  appears  to 
clajpi  your  attention,  for  although,  out  of  the  whole  number  of 
attacks,  forty-one,or  27  per  cent.,  were,  judged  by  theheight  of 
the  fever,  comparatively  slight,  in  all  there  was  observed  a 
striking  uniformity  in  the  main  features  of  the  disease.  But  as 
it  will  be  interesting  to  enlarge  upon  the  symptoms,  I  will  do 
so  by  the  help  of  observations  which  Dr.  Bridges  and  I  have 
made,  and  also  the  notes  of  Mr.  Joseph  Williams,  F.R.C.S.,  of 
Brentford,  which  he  has  kindly  placed  at  my  disposal.  But 
first  of  all  I  will  describe  to  you  a  typical  case  which  I  take 
from  my  own  note-book. 

M.  R.,  set.  13,  brought  into  the  infirmary  at  2.45  p.m., 
September  3,  whilst  I  was  in  the  wards.  I  recognised  him  as 
one  of  a  number  of  boys  I  had  noticed  in  the  playground  at 
11  o'clock  that  morning.  He  was  then  joining  in  a  boisterous 
game  with  other  lads  of  about  the  same  age  and  appeared  in 
vigorous  health.  On  admission,  he  was  pallid,  his  aspect  was 
distressed,  his  respirations  were  40  per  minute,  and  he  was 
shivering  violently.  He  held  his  hand  to  his  forehead  and 
moaned  with  pain.  On  being  put  to  bed  his  temperature  was 
taken  and  found  to  be  103*4°;  at  5  p.m.  it  was  104°,  and  at 
10  P.M.  it  was  105*2°.  During  the  night  the  rigors  continued, 
but  were  less  marked.  He  vomited  frequently  and  was  deli- 
rious. Next  morning,  10  a.m.,  the  face  was  flushed,  conjunc- 
tivae suffused ;  breath  heavy  and  offensive  but  not  ammoniacal ; 
tongue  dry  and  coated  with  yellow  fur ;  temperature  104*2°, 
pulse  120.  There  was  tenderness  over  the  epigastric  region 
from  straining  of  the  muscles.  The  skin  was  fairly  moist  and 
the  headache  continued,  though  it  was  less  severe.  The  sym- 
ptoms were  much  the  same  in  the  evening,  the  temperature 
then  being  104°.  The  urine  of  the  previous  twenty-four 
hours  was  measured  and  examined.  The  quantity  was  seven 
ounces,  it  was  highly  coloured  and  contained  deposits  of 
lithates.  The  proportion  of  chlorides  was  estimated  and  found 
to  be  as  low  as  '17  percent.  The  next  two  days,  September 
5  and  6,  the  pyrexia  and  accompanying  symptoms  continued. 
On  the  morning  of  September  7  the  crisis  was  found  to  have 
taken  place.  The  boy  woke  up  in  the  morning  with  a  very 
moist  skin  and  a  temperature  of  98°.  A  herpetic  eruption 
had  appeared  the  day  before  on  the  upper  lip  and  was  spread- 
ing round  the  left  corner  of  the  mouth.  He  complained  of 
earache,  but  otherwise  seemed  free  from  discomfort.  The 
next  day  he  was  out  of  bed  and  in  the  course  of  two  or  three 
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more  days — a  week  from  tlae  commencement  of  illness — he 
was  well  enough  to  go  into  the  convalescent  room. 

This  is  a  brief  account  of  a  typical  non-fatal  case.  I  must 
supplement  it  by  giving  very  shortly  the  account  of  a  fatal 
case,  which  I  take  from  Mr.  Williams's  notes. 

W.  M.,  set.  13,  brought  to  the  infirmary  on  July  2  at  9 
A.M.,  with  severe  rigors  and  pains  in  the  head.  The  tempera- 
ture then  was  101°.  Throughout  the  day  the  rigors  were  very 
severe  and  vomiting  of  bilious  matter  was  incessant.  Towards 
evening  the  recorded  symptoms  were  :  temperature  106°,  re- 
spirations 60 ;  pulse  imperceptible,  feet  blue  and  cold,  skin 
congested  and  purplish,  much  pain  in  the  head  and  stomach. 
He  gradually  became  comatose  and  died  at  9  p.m.,  just  twelve 
hours  after  the  onset  of  illness. 

I  will  now  consider  the  symptoms  in  detail. 

Suddenness  of  onset, — This  is  well  illustrated  in  the  typical 
case  I  have  given.  In  many  instances  boys  were  seized  with 
the  headache  whilst  at  play  or  out  for  a  walk  with  the  master. 
In  some  cases  they  got  up  in  the  morning  feeling  quite  well, 
and  were  seized  with  the  headache,  vomiting,  and  shivering 
whilst  at  morning  chapel. 

Frontal  headache. — This  was  in  all  cases  a  prominent  sym- 
ptom. It  is  difl&cult  to  describe  the  nature  of  the  sensation, 
which  varied  in  boys  of  different  nervous  susceptibilities,  but 
the  headache  was  always  severe  and  frontal.  Speaking  gene- 
rally, this  symptom,  as  well  as  delirium,  which  was  noted  in 
some  cases,  was  in  point  of  severity  proportionate  to  the 
height  of  the  fever.  When  the  temperature  ran  up  suddenly 
to  105°  it  was  very  severe,  when  it  only  reached  103°  it  was 
less  so,  and  in  the  mild  cases,  where  the  highest  temperature 
was  below  101°,  it  was,  comparatively  speaking,  slight. 

Pyrexia. — The  remarkably  rapid  rise  of  temperature  has 
been  another  constant  characteristic  of  the  disease.  It  was 
only  in  the  severe  cases  that  high  temperatures  were  reached. 
But  in  almost  all  the  attacks,  slight,  severe,  and  very  severe, 
the  highest  temperature  was  reached  within  twenty  four  hours 
or  thereabouts.  The  following  table  shows  the  proportion  of 
slight  to  severe  and  very  severe  cases  in  150  out  of  157  cases 
in  which  the  temperature  was  recorded,  the  attacks  being 
classified  according  to  the  highest  temperature  recorded. 
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Slight.    H.T.  lOP. 

Severe.    H.  T.  103°. 

Very  severe.    H.  T.  105°  or  106°. 

Cases. 

Per  cent. 

Cases. 

Per  cent. 

Cases. 

Per  cent. 

41 

27-3 

32 

i 
21-3                77 

51-4 

In  the  vast  majority  of  tlie  cases  the  fall  of  teraperature 
was  as  marked  and  rapid  as  the  rise,  but  in  a  few  pneumonia 
supervened  and  gave  rise  to  a  comparatively  prolonged 
illness. 

Condition  of  the  urine  ;  absence  of  chlorides. — The  urine,  as 
might  be  expected,  was  during  the  febrile  stage  scanty^  and 
high  coloured,  giving  a  copious  deposit  of  lithates.  The 
diminution  of  chlorides  which  characterises  febrile  conditions 
generally,  especially  that  of  typhus,  was  very  notable.  The 
amount  was  estimated  in  fourteen  cases  by  my  friend  Mr. 
Otto  Hehner,  P.C.S.,  and  myself,  and  the  proportions  were  as 
follows : 


No.  1     . 

•256  per  cent. 

No.  6     . 

•278  per  cent. 

No.  11    . 

•190  per  cent. 

2     . 

•274 

7    . 

•466 

12   . 

•354 

3     . 

•043 

8    . 

•366 

13    . 

•190 

4     . 

•338 

9     . 

•592 

14   . 

•310 

5     . 

•466 

10     . 

•170        „ 

The  almost  complete  absence  of  chlorides  in  No.  3  was  very 
remarkable.  The  boy  was  ten  years  of  age,  his  attack  was 
moderately  severe,  but  it  was  typical  in  character  as  regards 
onset,  defervescence,  and  duration.  The  amount  of  urine 
secreted  during  the  summit  of  the  fever,  when  the  chlorides 
were  estimated,  was  as  much  as  twenty-five  ounces.  Very  soon 
after  defervescence  the  chlorides  reappeared  in  almost  normal 
proportions. 

Herpetic  eruptions. — This  was  present  in  almost  all  the 
cases  which  are  classed  above  as  severe  or  very  severe.  In 
twenty-eight  cases  that  I  examined  with  reference  to  this 
symptom  I  found  an  eruption  more  or  less  marked  in  twenty, 
that  is  to  say  in  71  "4  per  cent.  Of  the  remaining  eight,  three 
were  slight  ephemeral  cases  in  which  the  illness  lasted  only 
twenty-four  or  forty- eight  hours,  and  in  which  the  highest 
recorded  temperature  was  under  101°.  The  eruption  is  gene- 
rally thrown  out  first  under  the  ala  of  the  nose,  and  subse- 
quently, in  some  cases — not  always  those  which  are  most 
severe — it  extends  round  the  corners  of  the  mouth,  giving  the 
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lower  part  of  the  face  a  swollen  and  sore  appearance.  Occa- 
sionally it  appears  first  at  a  corner  of  the  mouth.  It  usually 
appears  on  the  third  or  fourth  day  of  illness. 

Earache,  sometimes  followed  hy  otorrhoea. — In  a  considerable 
proportion  of  the  cases  classed  as  "  severe "  and  "  very 
severe  "  there  was  earache,  more  or  less  intense,  which  was 
sometimes  followed  by  a  muco-purulent  discharge  from  the 
ear,  and  subsequently  by  a  lichenous  eruption — due  to  irrita- 
tion— about  the  lobe  of  the  ear.  In  none  of  the  cases  was 
complaint  made  of  sore-throat,  but  I  noted  in  many  an  inflam- 
matory condition  of  the  nasal  passages  accompanied  by  an 
acrid  secretion.  Dr.  Urban  Prit chard,  whom  I  consulted  with 
reference  to  one  of  the  cases  in  which  deafness  followed  otor- 
rhoea, thinks  that  the  earache  was  due  to  extension  of  the 
inflammatory  condition  of  the  naso-pharyngeal  passages  along 
the  Eustachian  tube,  affecting  the  middle  ear  and  leading  in 
some  cases  to  pus  formation,  the  intense  pain  which  occurred 
being  suddenly  relieved  by  rupture  of  the  tympanum  and  escape 
of  matter.  The  not  infrequent  occurrence  of  earache  during 
the  febrile  stage  makes  me  inclined  to  group  it  with  the  other 
symptoms  of  the  disease.  I  may  also  remind  you  in  passing 
that  otorrhoea  is  occasionally  noted  in  typhus  and  relapsing 
fevers. 

Duration  of  illness. — Pneumonia. — The  symptoms  above 
detailed  have  very  constantly  occurred  in  all  the  severe  and 
very  severe  cases.  The  slight  cases  exhibited  them  less 
constantly.  This  classification  of  illness  by  the  terms  "  slight," 
"severe,"  and  "very  severe,"  which  I  have  taken  from  the 
temperature  charts,  is  also  shown  to  be  convenient  in  recording 
the  duration  of  illness,  which,  speaking  generally,  was  short 
or  long  in  proportion  to  the  height  of  the  pyrexia.  Thus, 
excluding  the  seven  fatal  cases  (six  of  which  proved  fatal  within 
twenty-four  hours  of  the  onset),  I  find  that  in  the  very  short 
cases — that  is  to  say  cases  in  which  the  duration  of  illness  was 
only  two  or  three  days — the  temperature  rarely  exceeded  101°. 
In  the  cases  which  lasted  four  or  five  days  the  temperature 
ranged  from  101°  to  105°.  The  very  short  attacks  (two  or 
three  days'  limit)  were  in  the  proportion  of  40"  1  per  cent,  of 
the  whole  number,  the  four  or  five  day  attacks  were  in  the 
proportion  of  49  per  cent. ;  the  fatal  cases  in  the  proportion 
of  4-5  per  cent. ;  and  in  addition  there  were  ten  cases  of  long 
illness  which  in  proportion  to  the  whole  were  6*4  per  cent. 
The  long  illnesses  were  all,  except  four  (one  of  which  was  a 
case  of  peritonitis  which  proved  fatal),  due  to  pneumonia.     In 
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the  cases  of  long  illness  in  which  pneumonia  was  diagnosed 
the  recorded  symptoms  were,  dulness  of  one  or  both  bases  and 
tubular  breathing,  quickened  respirations,  cough,  but  no  rusty 
expectoration. 

The  average  duration  of  illness  in  these  prolonged  cases 
was  fifteen  days,  the  limits  being  eleven  and  twenty-six  days. 

The  fatal  cases. — After  what  has  already  been  said  it  is 
only  necessary  to  add  that  in  one  of  the  six  rapidly  fatal  cases 
a  post-mortem  examination  was  made  in  the  presence  of  Dr. 
Bridges,  who  noted  distinct  and  marked  congestion  of  the 
lower  third  of  each  lung,  and  patches  of  congestion  in  that 
part  of  the  small  intestine  which  alone  was  examined  (viz.  the 
four  or  five  feet  next  the  csecum) ,  and  also  small  patches  of  a 
similar  kind  "in  the  gastric  mucous  membrane. 

Having  thus  briefly  discussed  the  symptoms  pathognomonic 
of  the  disease  it  remains  to  refer  to  those  etiological  questions 
which  it  is  impossible  to  consider  separately  from  its  clinical 
characters.  Is  the  disease  of  which  we  are  speaking  specific  ? 
What  is  its  period  of  incubation  ?  Assuming  it  to  be  specific,  is 
it  contagious  ?     Does  age  affect  susceptibility  to  its  influence  ? 

I  will  endeavour  to  answer  these  questions. 

1 .  Is  it  specific  ?  I  think  there  can  be  no  doubt  whatever 
that  a  zymotic  disease  accompanied  by  such  a  regular  and 
constant  train  of  symptoms  is  specific.  I  am  aware  that 
Murchison,  in  his  classical  work  on  the  continued  fevers  of 
Great  Britain,  quotes  Tweedie,  who  said  that  "all  cases  of 
f ebricula  were  mild  cases  of  typhus  or  relapsing  fever,  and  did 
not  think  that  a  new  nosological  term  should  be  introduced 
merely  to  accommodate  such  cases."  But,  adds  Murchison,  "  I 
am  satisfied  that  short  cases  of  fever,  independent  of  any 
specific  poison,  are  occasionally  met  with  in  this  country."  It  is 
difl&cult  to  understand  the  meaning  of  this  passage,  and  it 
would  be  interesting  to  know  whether  the  same  observer  would 
have  classed  ague  among  the  diseases  "  independent  of  any 
specific  poison." 

2.  What  is  the  incubation  period  ?  In  the  absence  of  any 
certain  knowledge  as  to  the  nature  of  the  cause,  it  is  of  course 
difficult  to  answer  this  question.  I  have  made  careful  inquiry 
about  sickness  amongst  new  arrivals  and  departures,  but  there 
is  only  one  case  which  throws  any  light  on  the  question.  It 
was  that  of  a  boy  who  left  the  school  for  a  week  and  who  was 
taken  ill  about  twenty-four  hours  after  his  return.  The  entire 
absence  of  premonitory  symptoms  and  the  remarkable  sudden- 
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ness  of  attack  might  be  urged  in  support  of  the  view  that  the 
incubation  period  is  probably  short. 

8.  Is  it  contagious  ?  Upon  this  point,  like  everyone  who 
has  had  much  experience  of  the  spread  of  unquestionably 
contagious  diseases,  I  would  desire  to  speak  with  great  caution. 
I  have  had  the  opportunity  of  observing  for  several  years  the 
course  of  undoubtedly  contagious  diseases  in  susceptible  com- 
munities, especially  in  a  town  where  by  means  of  the  systema- 
tic notification  of  infectious  diseases  I  had  unusual  opportuni- 
ties for  observation.  Having  seen  the  spread  of  that  pre- 
eminently contagious  disease,  smallpox,  arrested,  not  by 
vaccination,  not  by  isolation,  but  by  some  seasonal  or  other 
occult  influence,  I  feel  the  necessity  for  speaking  with  reserve 
on  this  point.  If  it  is  possible  that  even  smallpox  may  under 
certain  conditions,  which  we  do  not  understand,  lose  its  con- 
tagious power,  how  difficult  it  must  always  be  to  prove  the. 
absolute  non-contagiousness  of  specific  zymotic  diseases,  espe- 
cially if  contagious  in  the  limited  sense  that  diphtheria  and 
possibly  even  enteric  fever  are  contagious.  I  must  not,  how- 
ever, wander  into  the  region  of  speculation,  but  adhere  strictly 
to  facts.  Now,  the  hard  facts  in  connection  with  this  outbreak 
are  these,  (a)  None  of  the  adults  of  the  establishment — 
about  twenty  in  number — including  the  nurses  and  sisters 
who  were  in  close  attendance  on  the  sick,  have  contracted 
the  disease.  (6)  During  the  prevalence  of  the  epidemic  about 
fifty  boys,  housed  at  the  infirmary,  where  the  fever  cases  were 
received,  suffering  from  other  diseases,  viz.  ophthalmia, 
eczema,  ringworm,  and  injuries,  were  entirely  exempt,  although 
communication  with  the  sick  could  hardly  have  been  avoided, 
(c)  The  disease  has  been  strictly  confined  to  the  school,  none 
of  the  visitors  or  persons  living  in  the  neighbourhood  having 
been  attacked. 

But  the  escape  of  the  adults  is  not  quite  so  significant, 
considered  by  the  light  of  what  I  shall  presently  tell  you  about 
age-incidence.  And  further,  the  escape  of  the  infirmary  boys 
is  not  altogether  conclusive,  for  though  it  is  true  that  the  boys 
affected  with  other  diseases  did  not  take  the  fever  while  at 
the  infirmary,  it  is  also  true  that  the  larger  number  of  them 
were  drafted  back  to  the  schools  during  the  progress  of  the 
epidemic,  and  that  amongst  these  (when  exposed  to  exactly 
the  same  conditions  of  air,  food,  and  drink  as  the  other  boys) 
the  attacks  were  not  in  the  proportion  that  would  have  been 
expected  had  their  susceptibility  to  the  febrile  disease  been 
equal  to  that  of  their  schoolfellows. 
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The  escape  of  tlie  visitors  and  the  neighbourhood  may 
also  be  partially  explained  by  similar  arguments.  Still  the 
facts  seem  to  bear  out  the  view  that  the  disease  is  not  conta- 
gious. 

With  reference  to  the  question  of  contagiousness  it  may 
be  further  remarked  that  the  dormitory  in  which  the  cubic 
space  was  least  did  not  yield  the  largest  number  of  cases. 

4.  How  is  susceptibility  influenced  by  age  ?  I  have  already 
referred  to  the  fact  that  none  of  the  masters,  workmen,  and 
others  at  the  school,  or  nurses  and  attendants  on  the  sick  at  the 
infirmary,  have  been  attacked.  There  was  also  amongst  the  boys 
an  incidence  at  certain  ages,  which  is  worthy  of  special  note, 
and  which  will  be  apparent  from  the  following  table. 


Age. 

Boys  at  school. 

Cases. 

Percentage. 

6-7 

11 

3 

27-3 

7—8 

32 

2 

6-2 

8-9 

70 

9 

12-9 

9—10 

63 

7 

111 

10—11 

93 

20 

21-5 

11—12 

93 

17 

18-3 

12—13 

116 

28 

241 

13—14 

83 

46 

55-4 

14—15 

60 

24 

40-0 

15—16 

44 

17 

38-5 

Excepting  the  boys  from  6 — 7,  at  which  age  the  figures 
are  too  small  to  allow  of  any  inference  being  drawn,  it  appears 
that  the  incidence  of  the  disease  was  much  heavier  on  the 
elder  than  the  younger  boys,  the  specially  heavy  incidence  at 
the  age  of  13 — 14  being  very  remarkable.  In  the  absence  of 
any  evidence  to  show  that  a  disease-producing  influence 
operated  more  powerfully  on  the  elder  than  the  younger  boys, 
the  only  legitimate  inference  from  the  above  facts  would  be 
that  there  was  greater  susceptibility  to  the  influence  amongst 
boys  approaching  the  age  of  puberty. 

In  connection  with  these  facts  it  is  interesting  to  observe 
that  in  the  cottages  in  the  vicinity  of  the  school,  which  have 
all  been  exempt,  there  are  twenty-eight  children,  but  of  these 
only  six  are  over  twelve  years  of  age. 

This  completes  my  account  of  the  clinical  characters  of 
this  febrile  epidemic,  which  may  be  called  "  Synoque  " 
(Davasse),  "ephemeral  fever,"  or  "herpetic  fever,"   names 
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which  have  been  used  to  designate  a  variety  of  continued 
fever,  characterised  by  symptoms  similar  to  those  of  the  dis- 
ease which  in  this  case  assumed  an  epidemic  form.  I  doubt 
not  that  your  thoughts  will  have  already  travelled  to  the  all- 
important  question  of  its  causation.  But  upon  the  discussion 
of  this  I  could  not  enter,  even  if  the  limit  of  time  allowed  for 
this  paper  were  extended,  for  the  all-sufl&cient  reason  that  my 
friend  Dr.  Bridges  has  yet  to  make  his  oflficial  report. 
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yi. — Case  of  Idiopathic  Purulent  Peritonitis  in  a  child 
of  ten  years,  with  Autopsy.  By  Samuel  West,  M.D. 
Bead  November  13,  1885. 

JULIA  S.,  ast.  10^  was  caught  in  a  storm  on  her  way  to 
school  on  June  8.  She  got  very  wet  and  remained  for 
some  time  in  her  damp  clothes.  In  the  evening,  while  sitting 
with  her  mother  reading,  she  was  suddenly  seized  with  intense 
pain  in  the  abdomen.  Later  she  felt  sick  and  vomited.  There 
was  no  shivering  and  no  diarrhoea.  The  pain  and  vomiting 
continued  all  night  and  she  had  no  sleep. 

The  next  day  she  was  worse,  and  was  seen  by  a  doctor, 
who  ordered  poultices  to  the  abdomen.  She  was  treated  in 
this  way  until  the  12th,  when,  as  she  was  steadily  getting 
worse,  she  was  brought  to  the  Royal  Free  Hospital  and 
admitted.     The  bowels  had  not  operated  since  the  8th. 

The  previous  history  was  good,  her  only  ailment,  except 
measles  and  whooping-cough,  having  been  an  abscess  below 
the  left  jaw  three  years  before  which  had  continued  to  dis- 
charge for  two  months,  and  the  scar  of  which  was  still  visible. 
On  the  24th  of  last  May  she  had  had  an  attack  of  acute  pain 
in  the  abdomen,  but  this  was  relieved  after  a  dose  of  castor  oil. 

Her  father  died  of  phthisis  at  the  age  of  twenty-nine. 
Her  mother  is  a  strong  healthy  woman.  There  are  four 
children  in  the  family,  of  whom  the  patient  is  the  youngest ; 
two  brothers  of  good  health,  and  one  sister  aged  twelve,  who 
has  never  been  strong  and  suffers  from  swellings  in  the  head 
and  neck. 

The  patient  was  a  well-nourished,  healthy-looking  child. 
She  appeared  in  great  agony,  and  lay  upon  the  back  with  the 
legs  flexed  upon  the  abdomen,  and  though  she  could  lie  on 
either  side  movement  gave  her  great  pain. 

The  abdomen  was  distended  greatly,  and  extremely  tender 
on  the  lightest  touch.  The  superficial  veins  were  distended. 
Abdominal  respiratory  movements  were  quite  absent,  the 
diaphragm  apparently  not  acting  at  all.  The  respiration  was 
rapid  and  shallow. 

There  was  thought  to  be  a  little  dulness  on  percussion  in 
the  flanks,  but  on  account  of  the  tenderness  this  could  not  be 
determined  with  certainty. 
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There  was  no  swelling  in  the  feet^  nor  any  evident  dis- 
tension of  any  special  part  of  the  intestines  to  be  made  out. 
The  face  was  flushed  and  the  skin  felt  hot  and  dry,  although 
the  temperature  was  only  99*8°.  The  pulse  was  100,  and 
the  respiration  28,  the  tongue  dryish  and  covered  with  white 
fur. 

The  vomit  was  liquid  and  yellow,  and  consisted  chiefly  of 
milk  partly  curdled  and  mixed  with  bile.  It  smelt  acid  and 
sickly,  but  was  not  fsecal. 

She  was  ordered  to  have  poultices  to  the  abdomen,  and 
repeated  small  doses  of  opium.  This  relieved  her  pain,  and 
she  slept  at  intervals  during  the  night. 

On  June  1 3  the  condition  was  much  the  same ;  the  vomiting 
continued,  though  it  was  not  quite  so  severe.  It  remained 
the  same  in  character.  The  urine  was  passed  in  fair  quantity 
and  was  normal.  The  condition  of  the  abdomen  was  the  same. 
Temperature  99*8°,  pulse  100,  respiration  28. 

It  was  clear  that  the  child  was  suif ering  from  acute  general 
peritonitis,  but  there  was  nothing  to  indicate  the  cause. 

On  June  14  the  child  was  worse,  and  although  the  opium 
had  relieved  the  pain  the  vomiting  continued  and  the  bowels 
had  still  not  been  opened.  Mr.  Rose  examined  the  patient 
with  me,  and  after  the  administration  of  an  enema,  which 
removed  a  little  fgeces  from  the  rectum,  a  diffuse  boggy  swell- 
ing could  be  felt  in  the  upper  part  of  the  pelvis. 

The  opium  was  continued  and  another  large  enema  ordered. 
This  also  produced  no  effect. 

June  15. — The  patient,  though  suffering  less  from  pain 
and  vomiting,  was  clearly  worse,  and  it  was  agreed  that  the 
abdomen  ought  to  be  opened  and  explored. 

At  2.15  P.M.  Mr.  Rose  had  the  patient  placed  under 
chloroform,  and  opened  the  abdomen  by  a  mesial  incision. 
The  intestines  were  found  matted  together  and  not  very 
greatly  distended.  There  was  acute  general  peritonitis,  and 
on  groping  about  with  the  finger  a  collection  of  very  fetid 
pus  was  discovered  in  the  lower  part  of  the  abdomen  and 
pelvis.  This  was  evacuated,  and  the  cavity  washed  out  with 
carbolic  acid  1 — 40.  A  lateral  opening  in  the  left  inguinal 
region  was  then  made,  a  drainage-tube  passed  into  the  cavity, 
and  the  mesial  wound  closed. 

No  other  accumulations  were  detected  in  the  peritoneum, 
and  there  was  no  evidence  of  intestinal  strangulation. 

The  patient  suffered  intensely  from  shock,  and  almost  died 
on  the  table ;  but  after  injection  of  ether  and  ammonia  she 
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rallied  somewhat,  and  was  carried  into  the  ward.     The  rally 
was  only  temporary,  and  she  gradually  sank,  and  died  at 

8  P.M. 


On  post-mortem  examination  the  only  lesions  existing  were 
found  in  the  abdomen. 

The  coats  of  intestines  were  matted  together  and  adherent 
to  the  walls  of  the  abdomen.  The  whole  peritoneum  was 
intensely  inflamed,  although  the  peritonitis  was  least  marked 
above  the  level  of  the  umbilicus.  Between  the  coats  of  the  intes- 
tines were  a  few  small  collections  of  pus.  The  operation-wound 
led  down  into  a  large  cavity  still  containing  a  good  quantity 
of  pus,  extremely  fetid,  occupying  the  posterior  cul-de-sac; 
the  coils  of  intestines  and  the  other  parts  in  the  immediate 
neighbourhood  were  greatly  congested.  The  ovaries,  uterus, 
bladder,  and  rectum  were  perfectly  healthy,  except  for  the 
congestion  and  post-mortem  staining  near  the  pus  cavity. 
The  intestines  were  carefully  examined  and  found  healthy 
throughout.  There  was  no  ulceration  anywhere,  and  the 
vermiform  appendix  and  caecum  were  perfectly  healthy.  The 
mesenteric  glands  were  not  diseased,  and  there  was  no  trace 
of  caseation  anywhere. 
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The  duodenum  and  stomach,  the  abdominal  vessels,  liver, 
kidneys,  and  spleen,  as  well  as  the  thoracic  organs  were 
normal. 

The  abdomen  and  its  contents  were  most  carefully  examined 
for  any  disease  capable  of  starting  the  peritonitis,  and  none 
whatever  could  be  found.  The  case  proved  therefore  to  be 
one  of  idiopathic  purulent  peritonitis. 

Such  cases  are  stated  to  be  extremely  rare,  and  their 
existence  even  has  been  denied  by  some  authorities. 

Dr.  West  states,  in  the  Diseases  of  Children,  that  idio- 
pathic peritonitis  is  not  common  at  any  age,  but  is  especially 
rare  in  children,  and  then  it  is  most  frequently  congenital  and 
occurring  during  the  first  fourteen  days  of  life.  In  older 
children  it  may  occur  after  or  during  scarlet  fever.  He  quotes 
one  case  somewhat  similar  to  that  described  above  occurring 
in  a  boy  of  nine  years  of  age,  but  associated  with  empyema 
and  some  tubercular  abdominal  glands,  but  no  cause  thought 
to  be  sufficient  to  account  for  the  attack  was  discovered 
post  mortem. 

In  another  place  Dr.  West  says,  "  Acute  general  peritonitis 
is  fortunately  very  rare  in  childhood,  and  four  other  instances 
beside  the  one  just  referred  to  have  come  under  my  notice  ; 
and  still  rarer  is  its  termination  by  the  effusion  of  pus  into  the 
cavity  of  the  abdomen." 

Dr.  Goodhart  says  that  peritoneal  abscess  or  localised 
suppurative  peritonitis  occurs  occasionally,  generally  after 
scarlet  fever  or  some  other  debilitating  disease.  He  has  only 
met  with  three  cases.  These  were  published  in  Vol.  xv  of  the 
Clinical  Society's  Transactions.  One  occurred  after  typhoid 
fever,  and  one  some  time  after  scarlet  fever ;  for  the  third  on 
cause  could  be  found. 

The  evidence  of  other  authorities  is  to  the  same  effect. 

Of  acute  primary  peritonitis,  Duparcque  in  1842  described 
the  first  trustworthy  case,  and  as  he  had  met  with  it  only  in 
girls,  he  called  it  "  peritonite  essentielle  des  jeunes  filles." 
Subsequently  he  described  cases  in  adults  as  well  as  children, 
and  both  in  male  and  female  patients ;  he  refers  to  seventeen 
cases,  of  which  ten  recovered — four  males,  three  adults,  and 
one  child ;  thirteen  females,  six  adults  and  seven  children.* 

Gauderon  also  collected  twenty- five  cases;  ten  boys  and 
fifteen  girls. 

Barthez  and  Rilliet  do  not  mention  this  affection  at  all  in 
their  first  edition. 

*  Gax.  des  Sop.,  Sept.  19, 1867. 
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The  most  complete  account  is  given  by  Rehm  in  Grerliai'dt's 
Diseases  of  Children,  -who,  because  chills  seemed  to  be  the  only 
exciting  cause,  gave  to  this  affection  the  name  of  rheumatic 
peritonitis.  He  speaks  of  an  acute  and  chronic  form,  but  of 
the  latter  little  positive  is  known. 

Of  the  acute  cases  these  appear  to  be  the  prominent  facts 
established  : 

1.  They  are  all  referred  to  severe  chills. 

2.  The  access  is  very  acute  and  the  symptoms  severe. 

3.  The  duration  of  the  case  is  ordinarily  eight  to  ten  days 
and  ends  in  more  than  half  the  cases  in  recovery,  but  death 
may  occur  even  in  the  course  of  the  first  day  or  two  with  sym- 
ptoms of  profound  collapse.  If  death  occur  it  is  rarely 
delayed  beyond  the  tenth  day. 

4.  The  only  complication  observed  has  been  pleurisy,  and 
strange  to  say,  always  on  the  right  side. 

5.  Gauderon  states  that  suppuration  is  relatively  common 
in  children  (ten  cases  out  of  twenty-five)  and  that  the  pus 
often  makes  its  own  way  out.  Generally  (eight  out  of  ten)  at 
the  umbilicus,  once  on  the  twelfth  day,  but  usually  between 
the  thirtieth  and  fortieth  day.  The  fistula  was  usually  healed 
within  the  month ;  only  in  two  of  his  cases  did  the  abscess 
burst  into  the  intestines. 

6.  The  prognosis  is  not  so  desperate  as  might  be  expected 
even  when  suppuration  has  occurred,  for  eleven  out  of  twenty- 
five  cases  got  well. 

7.  Vomiting  is  rarely  absent,  and  the  vomited  material  is 
usually  of  a  greenish  colour. 

8.  Constipation  is  the  rule,  though  occasionally  there  may 
be  diarrhoea. 

Obstinate  vomiting  and  constipation  may  make  the  dia- 
gnosis from  intussusception  or  internal  strangulation  impossi- 
ble, but  most  cases  are  not  difficult  to  diagnose  if  they  have 
been  from  the  commencement  under  observation. 

Hilton  Fagge,*  in  a  valuable  clinical  paper  on  acute  perito- 
nitis, states  that  in  an  experience  of  twenty  years  he  has  only 
met  with  two  cases  of  acute  peritonitis  in  which  no  local  cause 
was  to  be  found.  He  refers  to  an  epidemic  in  a  school  at 
Wandsworth  traceable  to  sewer  gas,  and  to  the  fact  that  as  the 
result  of  a  wound  while  making  the  autopsy  on  one  of  these 
cases  Dr.  Anstie  lost  his  life  ;  and  he  quotes  also  the  case  of  a 
woman  aged  thirty-six,  who  died  after  a  two  days'  illness 
produced  by  the  same  cause. 

*   Ouy's  Hasp.  Rep.,  1875. 
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One  remarkable  association,  which  I  have  not  seen  men- 
tioned by  any  other  writer  is  asserted  by  Dr.  Fagge,  viz.  the 
occurrence  of  acute  peritonitis,  generally  suppurative,  in  the 
course  of  Bright's  disease, ''  the  kidneys  being  usually  enlarged 
and  in  a  more  or  less  advanced  stage  of  epithelial  nephritis, 
but  in  three  cases  they  were  contracted  and  granular."  This 
association,  of  which  no  explanation  is  suggested,  Fagge  met 
with  sixteen  times,  while  in  the  same  period,  as  already  men- 
tioned, he  met  with  only  two  cases  of  acute  primary  peritonitis. 

Clinically  the  case  presented  great  difficulties.  It  was 
evident  that  there  was  severe  general  peritonitis,  but  its  cause 
was  hard  to  find.  The  sudden  access,  with  the  persistent 
vomiting  and  constipation,  suggested  some  form  of  intestinal 
strangulation,  and  although  I  have  not  found  any  case  in 
which  the  difficulty  actually  arose,  still  it  is  mentioned  as  a 
possible  source  of  confusion  by  Eehm,  as  previously  mentioned. 
Of  intussusception  there  were  no  signs,  and  there  was  no 
hernia,  nor  was  the  child  in  that  state  of  collapse  which  would 
have  been  expected  in  any  form  of  perforation  of  the  intes- 
tines, and  besides  this  there  was  no  history  of  any  cause  to 
which  perforation  could  be  referred.  The  only  conclusion  it 
appeared  safe  to  draw  was  that  if  it  was  a  case  of  peritonitis 
it  was  probably  suppurative,  and  this  diagnosis  carried  with  it 
the  appropriate  teatment,  viz.  evacuation.  The  child  suffered 
greatly,  and  the  pain  seemed  to  me  to  be  more  agonizing  and 
intense  than  is  usually  met  with  in  any  form  of  obstruction, 
but  I  do  not  know  whether  much  help  in  the  diagnosis  as 
between  peritonitis  and  obstruction  can  be  obtained  from  the 
intensity  and  character  of  the  pain. 

One  fact  which  added  to  the  difficulty  of  the  diagnosis  of 
suppurative  peritonitis  remains  to  be  noticed,  viz.  the  persist- 
ent lowness  of  the  temperature.  This  could  not  be  referred  to 
collapse,  for  the  patient  was  not  in  that  condition.  I  have 
met  with  other  instances  of  little  or  no  elevation  of  tempe- 
rature with  internal  suppuration.  In  the  case  of  primary 
purulent  pericarditis,  in  which  after  twice  tapping  I  laid  the 
pericardium  freely  open  and  the  patient  recovered,  the  tem- 
perature, both  before  and  after  the  operation,  was  normal 
except  on  one  occasion,  when  it  reached  100°  F.  In  another 
case,  that  of  a  woman,  the  pelvis  and  lower  part  of  the  abdo- 
men was  occupied  by  a  hard,  irregular  tumour,  which  for 
various  reasons  was  thought  to  be  probably  new  growth,  but 
which  ultimately  proved  to  be  a  large  inflammatory  swelling, 
and  from  which  a  great  deal  of  offensive  pus  was  evacuated. 
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The  pus  must  have  been  there  for  many  weeks,  and  yet  during 
the  whole  of  this  time  the  temperature  never  rose  above  99°. 
This  last  case,  from  its  gradual  development  and  long  duration, 
might  be  compared  with  the  chronic  or  cold  abscesses  of  other 
parts  of  the  body,  but  the  case  of  primary  suppurative  peri- 
carditis and  the  present  case  of  primary  suppurative  peritonitis 
were  both  very  acute,  and  the  collection  of  pus  reached  a  con- 
siderable amount  in  a  very  short  space  of  time.  I  have  seen 
the  same  absence  of  febrile  temperature  occasionally  in 
empyema. 

In  a  case  also  of  abscess  between  the  liver  and  abdominal 
walls,  the  result  of  a  perforating  ulcer  of  the  duodenum, 
the  temperature  never  rose  above  100°,  and  generally  did  not 
exceed  99°. 

Dr.  Fagge,  in  the  paper  referred  to,  mentions  this  as  one 
of  the  diflBculties,  and  states  that  he  has  seen  the  temperature 
raised  not  unfrequently  in  colic  and  not  raised  in  some  cases 
of  acute  peritonitis. 

Primary  suppurative  peritonitis  is  clearly  a  rare  affection. 
The  cases  published  are  certainly  far  from  numerous,  although 
the  affection  may  not  be  absolutely  so  uncommon  as  the  scanty 
records  would  appear  to  imply. 
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VII. — A  Case  of  Diffuse  Purulent  Peritonitis.     By  W. 
MoBBANT  Baker.     Bead  November  13,  1885. 

THE  following  case  was  read  only  as  a  contribution  to  the 
discussion  on  Dr.  Samuel  West's  paper.  The  short  dura- 
tion of  the  patient's  life  after  admission  into  the  Hospital  must 
be  my  excuse  for  the  fragmentary  character  of  the  notes. 

A  lad  aged  fifteen^  was  admitted  into  St.  Bartholomew's  Hos- 
pital under  my  care  in  April,  1885,  suffering  from  what  was 
believed  to  be  acute  intestinal  obstruction .  He  seemed  moribund 
or  nearly  so  at  the  time  of  his  admission.  Only  half-conscious, 
he  lay  with  a  listless  expression;  eyes  sunken  and  half-covered 
by  the  eyelids ;  and  dull  congested  complexion.  The  abdomen 
was  tense  and  tender.     Temperature  subnormal. 

It  was  said  that  no  action  of  the  bowels  had  taken  place 
for  five  or  six  days,  and  that  there  had  been  frequent  vomiting 
for  about  the  same  period.  The  vomit  was  dark  and  ill- 
smelling,  but  not  distinctly  faecal.  No  external  hernia  could 
be  detected.  Nothing  abnormal  beyond  what  was  produced 
by  the  tense  condition  of  the  intestines  could  be  found  on  ex- 
amination per  anum.  A  small  quantity  of  soft  but  formed 
faecal  matter  was  found  in  the  rectum. 

Under  chloroform,  an  incision  one  and  a  half  or  two  inches 
in  length  was  made  in  the  middle  line  between  the  umbilicus 
and  pubes,  and  the  abdominal  cavity  opened.  On  cutting 
through  the  peritoneum  a  large  quantity  of  offensive  pus 
welled  up,  and  on  gently  introducing  the  finger,  a  fresh  quan- 
tity escaped  from  between  the  displaced  coils  of  intestine. 
The  pus  was  obviously  diffused  throughout  the  peritoneal 
cavity,  with  no  definite  boundary  other  than  that  which  was 
caused  here  and  there  by  contiguous  loops  of  intestine,  which 
could  scarcely  be  called  adherent.  As  far  as  was  possible, 
the  abdominal  cavity  was  washed  out  with  warm  lotion  of  per- 
manganate of  potash ;  the  wound  was  then  closed,  a  drainage- 
tube  having  been  inserted. 

No  alteration  was  produced  in  the  general  condition  of  the 
patient  by  the  operation,  and  he  died  five  hours  afterwards. 

Post-mortem  examination. — Thoracic  viscera  were  normal. 
The  abdominal  cavity  was  distended  by  sero-purulent  fluid 
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containing  flakes  of  lymph,  and  there  were  signs  of  general 
peritonitis. 

A  few  coils  of  intestine  were  more  darkly  congested  than 
the  rest,  and  were  slightly  adherent  to  the  bladder  and 
rectum ;  they  were  not  distended.  The  upper  part  of  the  small 
intestine  was  found  distended.  Peyer's  patches  were  very 
vascular  and  prominent. 

There  was  no  perforation  of  the  bowel  at  any  part,  nor 
could  any  cause  of  the  peritonitis  be  discovered. 
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VIII. — Two  Gases  of  Ligature  of  the  External  Iliac 
Artery.  By  Walter  Rivington,  M.S.  Lond.  Bead 
November  13,  1885. 

Case  1.  Femoral  aneurism.  Ligature  of  external  iliac 
artery  tvith  catgut.  Recovery  from  operation.  Loss  of  motion 
and  sensation  in  the  limh.  Restoration  of  the  canal  of  the 
externac  iliac.  Death  from  exhaustion  and  secondary  haemor- 
rhage five  and  a  half  months  later. — John  M.^  aet.  27,  sailor, 
was  admitted  into  the  London  Hospital  under  Mr.  Reeves  on 
September  10,  1882,  with  a  pulsating  swelling  in  his  right 
groin.  His  family  history  was  good,  all  the  members  being 
strong  and  healthy.  No  tumours.  For  the  last  eleven  years 
he  followed  the  employment  of  a  lighterman  on  boats  going 
round  the  English  coast.  His  work  consisted  in  lifting  heavy 
weights. 

He  first  noticed  the  swelling  four  months  before  admission, 
when  it  had  a  circumference  equal  to  a  halfpenny.  As  it 
caused  him  no  pain  or  inconvenience  he  took  very  little  notice 
of  it.  Gradually  it  enlarged  and  was  occasionally  painful. 
During  the  forty-eight  hours  prior  to  admission  it  increased 
rapidly  and  caused  him  considerable  pain  shooting  down 
through  the  thigh  and  into  the  knee. 

On  admission. — A  uniform  circumscribed  swelling  about 
the  size  of  a  cricket  ball  was  found  at  the  base  of  Scarpa's 
triangle  on  the  right  side,  reaching  well  up  to  Poupart's  liga- 
ment, superficial,  and  distinctly  pulsating.  On  auscultation  a 
loud  bruit  could  be  heard,  most  marked  on  the  inner  side.  On 
applying  pressure  to  the  external  iliac  artery  the  tumour 
became  less  tense,  and  ceased  to  pulsate ;  pressure  applied 
below  the  tumour  caused  it  to  become  harder  and  more  tense. 
In  the  centre  of  the  skin  covering  it  was  a  scar,  half  an  inch 
in  length,  caused  by  a  suppurating  bubo  following  a  sore  on 
his  prepuce  some  years  ago  which  was  followed  by  a  skin 
eruption.  For  these  affections  he  had  attended  St.  Bartholo- 
mew's Hospital.  There  was  no  history  of  sore-throat  or  other 
syphilitic  sequelae.  Neither  the  dorsalis  pedis  nor  posterior 
tibial  arteries  could  be  felt  on  the  right  side.  The  right  leg 
was  considerably  swollen  and  the  cutaneous  veins  were  en- 
larged, but  there  was  no  pitting  on  pressure. 
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The  treatment  at  first  consisted  of  low  diet  with  little  fluid 
and  locally  of  an  ice-bag. 

September  20. — Pulsation  less ;  tumour  more  defined 
and  firm.  An  attack  of  facial  erysipelas  occasioned  his  removal 
to  the  outdoor  wards. 

September  21. — No  pulsation;  slight  thrill  distinguishable 
on  inner  side ;  loud  bruit  audible. 

September  28. — Erysipelas  gone. 

October  5. — Measurement  over  highest  point  of  tumour 
23  inches ;  pulsation  felt  on  deep  pressure.  Tumour  solid  and 
condensed  to  the  feel. 

October  10. — Measurement  half  an  inch  more. 

On  the  23rd^  finding  that  the  tumour  was  increasing  in  size, 
I  determined  to  tie  the  external  iliac  artery  the  following  day. 
The  tumour  occupied  the  greater  part  of  Scarpa's  triangle, 
extending  more  than  a  couple  of  inches  above  Poupart's  liga- 
ment. Its  upper  margin  was  well  defined  and  its  surface 
uniform  and  smooth.  Pulsation  was  distinct  all  over  the 
tumour  on  making  firm  pressure,  and  there  was  a  loud  bruit 
heard  most  distinctly  along  the  line  of  the  femoral  vessels  to 
within  a  few  inches  of  the  knee.  At  the  greatest  circumference 
the  thigh  measured  24|-  inches. 

Some  doubts  having  been  expressed  as  to  the  aneurismal 
character  of  the  swelling,  I  asked  Mr.  Hutchinson  to  see  the 
case,  and  he  concurred  in  the  propriety  of  ligaturing  the 
external  iliac  artery  without  further  delay. 

The  operation  was  performed  on  the  24th  under  ether  and 
with  the  thymol  spray.  I  selected  the  more  or  less  vertical 
incision  owing  to  the  encroachment  of  the  swelling  on  the 
iliac  region.  This  incision  was  about  3  inches  long.  The 
successive  layers  of  fasciae  and  muscles  were  divided  on  a 
director,  the  transversalis  fascia  scratched  through  close  to 
Poupart's  ligament,  and  the  peritoneum  carefully  separated 
and  drawn  inwards.  The  external  iliac  artery  was  consider- 
ably displaced  inwards  by  the  aneurismal  tumour  lying  to  the 
inner  side  of  the  vein,  and  so  deep  that  I  contented  myself 
with  passing  a  strong  catgut  ligature  round  it,  without  exposing 
it  to  view,  having  isolated  it  sufiiciently  by  means  of  the  end 
of  the  director.  Before  the  ligature  was  tightened  the  artery 
was  identified  with  the  finger,  and  by  cessation  of  pulsation  in 
the  tumour  when  it  was  pressed  upon  or  raised  by  the  ligature. 
Immediately  the  knot  was  tied  pulsation  was  found  by  Mr. 
Hutchinson  to  cease  in  the  aneurism,  and  the  bruit  disappeared. 
The  tumour  became  flaccid  and  soft.     The  wound  was  then 
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closed  and  antiseptic  dressings  applied.    The  limb  was  wrapped 
in  cotton  wool. 

The  patient  had  less  pain  after  the  operation  than  before, 
but  the  temperature  rose  to  103°,  and  the  pulse  from  120  to 
150.  He  vomited  several  times  during  the  two  following  days. 
The  wound  was  re-dressed  on  the  afternoon  of  the  27th,  when 
a  quantity  of  greenish  and  offensive  fluid  came  away.  As  the 
wound  looked  unhealthy  and  was  evidently  not  in  an  aseptic 
condition,  the  gauze  dressings  were  abandoned  and  the  stitches 
removed.  Lint  soaked  in  carbolic  oil  was  substituted.  The 
tumour  measured  23  inches,  a  diminution  of  If  inches  since 
the  operation.  The  chief  feature  was  a  total  loss  of  sensation 
in  the  right  leg,  both  in  the  parts  supplied  by  the  sciatic  and 
anterior  crural.  The  patient  did  not  respond  at  all  when 
sharply  pricked  with  a  pin. 

On  November  5  the  patient  was  again  suffering  from  a 
mild  attack  of  facial  erysipelas.  The  wound  was  healthy. 
The  right  leg  was  warm,  but  there  was  no  sensation  in  it 
except  occasional  ''  pins  and  needles,"  and  pain  in  the  back  of 
the  thigh  and  knee.  On  the  7th,  he  had  great  pain  in  the 
gluteal  region,  and  over  the  great  trochanter,  where  he  had  a 
sore.  The  tumour  was  also  painful.  The  measurement  of  the 
thigh  over  the  aneurismal  tumour  was  22  inches  and  the 
tumour  itself  was  harder  and  less  diffuse. 

On  the  27th  galvanism  was  applied  to  the  limb,  but  no 
muscular  contraction  could  be  elicited  even  as  high  as  the 
tumour  with  the  strongest  current.  On  the  29th  slight  pulsa- 
tion was  detected  along  the  line  of  the  right  femoral  artery 
over  the  tumour,  none  in  the  popliteal  or  tibials.  On  galvani- 
sing the  leg  4  inches  above  the  knee  distinct  response  was 
obtained  from  the  rectus,  but  not  from  any  other  muscle.  By 
December  12  the  wound  had  healed.  The  bedsore  was  im- 
proving and  less  painful.  Tumour  measured  only  21|  inches 
over  the  most  prominent  point.  The  lymphatic  glands  were 
somewhat  enlarged.  Sensation  extended  two  inches  below 
the  tumour.     Galvanism  was  discontinued. 

On  January  3,  the  tumour,  which  was  firm,  measured  21  j 
inches,  and  on  the  16th  21  inches  The  wound  had  broken 
down  again  and  discharged  freely,  but  the  patient^s  general 
condition  was  improving.  On  the  24th,  a  sore  on  the  heel  was 
threatening  and  there  was  slight  oedema  of  the  leg. 

March  2. — The  ulcer  on  the  heel  was  showing  no  tendency 
to  spread  or  to  heal,  and  another  sore  had  appeared  on  the 
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back  of  the  leg.  Measurement  over  the  tumour  reduced  to  20 
inches. 

On  the  15th,  the  patient  experienced  great  pain  running 
down  the  back  of  the  leg  and  had  rigors.  He  vomited  twice 
and  the  limb  was  red  and  swollen.  Temperature  was  104°, 
pulse  130.  The  redness,  which  had  a  well-defined  margin  like 
erysipelas,  and  the  general  disturbance,  were  caused  by  deep 
suppuration  in  the  groin  at  the  seat  of  operation.  Matter  was 
discharged  through  the  wound  on  the  27th,  and  on  April  3  an 
abscess  opened  on  the  posterior  aspect  of  the  thigh.  On  the 
5th,  some  hsemorrhage  occurred  from  the  wound,  easily  arrested 
by  compresses.  Patient  said  he  felt  something  give  way. 
On  the  6th,  haemorrhage  recurred  and  stopped  spontaneously ; 
6  oz.  of  blood  were  lost. 

On  the  9th,  the  discharge  from  the  wound  was  very 
copious  and  offensive,  welling  up  freely  on  pressure.  A  probe 
could  be  passed  4^  inches  in  the  direction  of  the  aneurism, 
which  was  very  tender  and  fluctuated,  the  skin  over  it  being 
very  tense  and  red.  Patient,  who  was  weak  and  anaemic, 
had  great  pain  in  the  knee,  and  the  whole  leg  was  swollen  and 
oedematous.  Having  occasion  to  visit  the  hospital  at  6  p.m., 
I  saw  the  patient  and  examined  the  wound  with  my  finger.  I 
found  a  considerable  cavity  above  Poupart's  ligament  from 
which  blood-stained  pus  was  issuing  and  a  good-sized  aperture 
leading  into  the  aneurismal  sac  and  passing  underneath  the 
ligament.  On  withdrawing  my  finger  arterial  bleeding  at 
once  commenced  very  freely  and  I  had  to  plug  the  wound  to 
arrest  it.  Finding  the  tumour  beginning  to  swell  and  become 
tense,  and  recognising  the  fact  that  the  whole  aneurism  had 
broken  down  and  that  the  patient  would  soon  bleed  to  death  if 
nothing  further  was  done,  I  asked  Mr.  Hingston,  the  house  sur- 
geon, to  anaesthetise  the  patient,  and,  so  soon  as  he  was  under 
ether,  adjusted  an  elastic  tube  round  the  abdomen,  cut  freely 
into  the  aneurism,  and  turned  out  a  basinful  of  disorganised 
clots.  The  femoral  artery  and  vein  were  more  or  less  amalga- 
mated and  it  was  not  easy  to  distinguish  them.  Finding  that 
a  careful  and  difficult  dissection  would  be  needed  to  avoid 
wounding  the  vein  and  to  isolate  the  damaged  part  of  the 
artery,  and  having  only  a  hand  lamp  to  work  with  in  the  ward, 
for  it  had  grown  dusk  before  this  stage  of  the  operation  could 
be  reached,  I  carefully  packed  the  whole  of  the  cavity  from 
which  the  clot  was  taken  with  sponges  supporting  the  artery 
and  vein.  I  then  removed  the  elastic  tube.  There  was  no 
haemorrhage  and  it  was  unnecessary  to  proceed  further.     I 
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waited  and  watched  the  patient  and  the  wound  for  some  time 
before  leaving.  Although  there  had  been  no  further  haemor- 
rhage the  shock  of  the  operation  and  the  few  ounces  lost  before 
it  proved  too  much  for  the  patient.  His  breathing  became 
embarrassed  and  his  pulse  very  weak.  Brandy  was  given,  but 
he  did  not  rally,  and  death  took  place  about  two  hours  after- 
wards. 

At  the  post-mortem  examination  I  found  that  the  aneurism 
involved  the  commencement  of  the  popliteal  artery  and  the 
external  circumflex.  Practically  both  arteries  were  destroyed 
at  their  origin,  and  the  branches  of  the  circumflex  had  dis- 
appeared. The  opening  into  the  aneurismal  cavity  admits  the 
thumb.  The  boundaries  of  the  excavation  were  formed  of  the 
condensed  surrounding  tissues  and  muscles.  The  external 
iliac  artery  and  vein  were  pervious.  The  canal  of  the  artery 
had  been  completely  restored,  and  the  situation  of  the  ligature 
could  only  be  recognised  by  a  line  across  the  artery.  On 
holding  the  artery  up  to  the  light  it  was  seen  that  the  wall  of 
the  vessel  was  thin  where  the  ligature  had  been  applied.  The 
sciatic  nerve  was  normal ;  the  anterior  crural  was  embedded 
in  plastic  matter  for  several  inches  and  was  further  away 
from  the  artery  than  usual,  having  been  displaced  by  the 
aneurism. 

Remarhs. — The  two  main  points  of  surgical  interest  in  this 
case,  and  those  which  induced  me  to  bring  it  under  the  notice 
of  this  Society,  were,  first,  the  total  loss  of  sensation  and  para- 
lysis of  most  of  the  muscles  of  the  limbs  following  after  the 
ligature ;  and  secondly,  the  fate  of  the  ligature  and  restoration 
of  the  canal  of  the  artery. 

With  regard  to  the  loss  of  sensation  and  motion  which 
continued  throughout  the  duration  of  the  case,  it  was  simply 
an  extreme  form  of  a  phenomenon  which  is  a  recognised 
temporary  effect  of  the  ligature  of  a  large  artery.  Tingling 
and  numbness  are  often  experienced,  and,  in  some  cases,  tran- 
sitory paralysis  of  motion,  and  loss  of  sensation.  Partial  loss 
of  motion  of  a  permanent  character,  is  also  mentioned  by  sur- 
gical authorities.*  The  collateral  circulation  was  established 
sufficiently  to  avert  gangrene,  but  insufficiently  to  maintain 
the  functional  integrity  of  the  more  remote  and  delicate 
tissues  like  the  termination  of  the  sensory  nerves  and  the 
motorial  end  plates  in  the  muscles.  I  believe  that  the  limb 
was  on  the  verge  of  gangrene.  Its  feeble  vitality  was  shown 
by  the  formation  of  sores  upon  the  heel  and  over  the  trochanter 

*  Holmes's  System  of  Surgery,  vol.  iii,  p.  55. 
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as  well  as  by  the  helpless  state  of  the  member  generally. 
The  loss  of  power  and  feeling  was  more  complete  in  the  parts 
supplied  by  the  sciatic  than  in  those  supplied  by  the  anterior 
crural,  for  the  rectus  femoris  responded  to  galvanism,  and  the 
patient  was  able  occasionally  to  make  it  contract. 

Catgut  ligatures  are  uncertain  in  their  behaviour  and  in 
the  time  during  which  they  will  maintain  their  hold  on  an 
artery.  They  are  more  likely,  of  course,  to  give  way  early  if 
the  wound  is  not  maintained  in  an  aseptic  condition.  In  the 
present  instance,  I  apprehend  that  the  ligature  gave  way  or 
melted  away  at  the  end  of  about  a  week ;  that  the  clots 
formed  in  the  artery  broke  down  and  were  washed  away  into 
the  cavity  of  the  aneurism.  The  artery  was  tied  on  October 
24,  and  the  notes  of  the  case  record  the  fact  that  pulsation  was 
observed  along  the  line  of  the  femoral  artery  on  November  29. 
The  pulsation  was  never  forcible,  but  then  the  artery  was 
lifted  up  by  the  clot  in  the  aneurismal  cavity.  I  attributed 
the  pulsation  to  the  restoration  of  the  circulation  in  the  femoral 
by  means  of  a  reflex  current  through  the  deep  epigastric  and 
circumflex  iliac  arteries,  but  I  have  very  little  doubt  now  that 
it  was  due  to  a  re-establishment  of  the  canal  of  the  external 
iliac.  But  for  this  I  think  it  very  likely  that  gangrene  would 
have  ensued,  as  the  popliteal,  external  circumflex,  and,  I  believe, 
the  internal  circumflex  arteries,  were  destroyed  at  their  origin, 
but  I  did  not  follow  the  course  of  the  internal  circumflex  (at 
the  post-mortem).  Hence  the  blood  must  have  had  much 
difficulty  in  reaching  the  perforating  arteries  of  the  thigh. 
The  comes  nervi  ischiatici  ought  to  have  been  sufficient  for 
the  sciatic  trunk,  but  a  more  vigorous  and  copious  stream  in 
the  anastomosing  vessels  was  evidently  required  to  permit  of 
the  functional  activity  of  the  terminations  of  the  motor  and 
sensory  nerves. 

I  think  it  would  have  been  better  if  the  external  iliac  had 
been  tied  earlier.  The  doubts  expressed  in  regard  to  the 
diagnosis,  an  attack  of  erysipelas  ten  days  after  the  patient's 
admission,  and  a  deceptive  appearance  of  consolidation  in  the 
aneurism  which  is  often  exhibited  in  the  upper  part  of  the 
thigh  owing  to  the  unyielding  character  of  the  fascia  lata, 
induced  delay  before  he  came  under  my  care,  and  made  me 
pause  for  some  days  after  I  resumed  charge  of  my  surgical 
wards.  But  even  if  the  disease  had  been  a  pulsating  sarcoma 
ligature  of  the  external  iliac  could  not  have  done  any  harm. 
It  might  even  have  done  good  by  temporarily  retarding  the 
growth  of  the  tumour.     Amputation  was  scarcely  practicable 
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and  unlikely  to  be  entertained  by  tlie  patient.  The  old  opera- 
tion would  have  been  preferable  to  amputation  and  might 
have  succeeded.  It  was  considered  but  rejected  for  the  liga- 
ture. 

Up  to  the  period  of  the  secondary  hsemorrhage  the  aneurism 
had  been  diminishing  in  size,  very  slowly  indeed  of  late,  but 
still  to  some  extent  diminishing.  Pulsation  had  never  recurred 
or  been  noticed  in  it.  There  was  no  occasion  therefore  for 
further  interference.  When  heemorrhage  took  place,  and  the 
whole  of  the  clot  was  threatening  to  break  down  and  unhealthy 
suppuration  had  been  established,  the  case  was  desperate. 
The  only  remaining  hope  lay  in  evacuating  the  clot  and 
securing  the  vessel  affected. 

Case  2. — Femoral  aneurism.  Ligature  of  external  iliac 
with  carbolised  silk.  Recovery. — Henry  C,  set.  51,  Commis- 
sionaire, was  admitted  into  the  London  Hospital  on  July  10, 
1885,  for  a  swelling  at  the  upper. part  of  his  left  thigh.  On 
examination  it  was  found  to  be  a  circumscribed  aneurism  of 
the  common  femoral  artery  underneath  Poupart's  ligament. 
The  throbbing  was  well  marked,  and  a  loud  systolic  bruit  was 
heard  with  the  stethoscope.  The  size  of  the  aneurism  was 
about  that  of  a  hen's  egg. 

The  patient  had  been  a  soldier  and  had  served  in  the 
Crimean  war  and  the  Indian  Mutiny.  In  1 858  he  had  a  sore 
on  the  penis,  which  was  followed  by  sore-throat,  but  not  by 
rash,  loss  of  hair,  or  other  recognised  sequelae  of  primary 
syphilis.  He  had  never  had  rheumatism  or  gout.  He  had 
been  accustomed  to  march  fifteen  miles  a  day  for  several 
weeks  together.  In  1864  he  had  fever  in  India,  and  in  1872 
he  suffered  from  jaundice.  He  was  discharged  from  the  army 
in  1874,  and  gained  his  livelihood  as  a  clerk.  In  the  early 
part  of  June,  1879,  he  began  to  suffer  pain  in  the  left  ham  and 
an  aneurism  developed  in  this  situation.  For  this  affection  he 
came  under  my  care  in  the  London  Hospital  on  August  20, 
1879.  The  tumour  was  the  size  of  a  large  orange.  He  was 
cured  by  the  application  of  Esmarch's  bandage  for  an  hour, 
followed  by  digital  compression  for  three  hours.  His  case  was 
reported  in  the  Lancet  of  October  16,  1880. 

The  femoral  aneurism  he  did  not  notice  till  a  month  before 
admission,  when  his  attention  was  called  to  it  by  the  throbbing. 
Digital  compression  of  the  external  iliac  was  not  found  easy  of 
application  to  the  case,  and  having  decided  that  ligature  of  the 
external  iliac  was  indicated,  I  performed  the  operation  on 
July  23  under  the  carbolic  spray,  by  an  incision  about  three 
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inches  long,  intermediate  in  position  between  Abernethy's  and 
Astley  Cooper's  incisions.  The  artery  was  found  without 
difficulty  and  was  tied  with  a  carbolised  silk  ligature  cut  ofiE 
short.  Pulsation  and  bruit  were  at  once  abolished  in  the 
aneurism.  The  limb  was  enveloped  in  cotton  wool  and  the 
wound  dressed  with  gauze  after  it  had  been  brought  together 
at  each  end,  and  a  drainage-tube  inserted  in  the  middle. 
The  muscles  were  not  sutured.  There  is  nothing  to  chronicle 
in  the  after-treatment.  The  patient  progressed  uninterruptedly. 
The  temperature  remained  normal  throughout.  The  wound 
had  quite  healed  on  September  9.  He  got  up  on  the  12th  and 
Avas  discharged  cured  on  the  22nd.  He  was  seen  on  October 
17;  the  left  leg  was  rather  colder  than  the  right,  and  he 
complained  of  suffering  from  cramp  and  having  to  stop  after 
walking  some  distance.  He  was  advised  to  take  a  place  where 
he  would  not  have  much  walking  to  do. 

Remarks. — The  chief  points  of  interest  in  the  case  are  the 
circumstance  that  this  was  the  second  aneurism  which  had 
developed  on  the  main  artery  supplying  the  left  lower  limb, 
and  the  nature  of  the  ligature  employed.  It  will  be  noted  that 
the  aneurism  was  nearer  the  heart  than  the  previous  one,  and 
it  may  be  suspected  that  the  cure  of  the  first  affection  was  a 
predisposing  cause  of  the  second.  If  so,  it  would  seem  probable 
that  some  time  hence,  if  the  patient  lives  long  enough,  he  may 
become  the  subject  of  a  third  aneurism,  possibly  of  the 
abdominal  aorta  or  of  the  common  iliac  artery.  For  whether 
the  force  of  the  heart's  action  be  increased  or  not,  greater 
pressure  must  be  borne  by  the  left  common  iliac  and  external 
iliac  in  consequence  of  the  increased  resistance  occasioned  by 
the  existence  of  a  double  set  of  collateral  channels. 

The  carbolised  silk  ligature  cut  short  was  very  satisfactory, 
and  I  believe  that  it  is  preferable  to  ordinary  catgut,  but  I 
do  not  express  any  opinion  of  its  merits  in  comparison  with 
chromicised  gut  or  ox-aorta  ligature  or  kangaroo  tendon,  as  I 
have  not  had  experience  of  any  of  these. 
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IX. — A  Fatal  Case  of  Poisoning  by  Nitric  Acid.    By  Sir 
Dyce  Duckworth,  M.D.     Bead  November  13, 1885. 

AB.,  a  city  merchant,  aet.  29,  was  admitted  into  John  Ward 
•  at  St.  Bartholomew's  Hospital  during  my  visit  on 
February  11,  1885.  He  was  brought  in  with  the  history  that 
he  had  swallowed  about  an  ounce  of  strong  nitric  acid  shortly 
before.  Medical  assistance  had  been  previously  summoned, 
and  the  patient  was  found  violently  sick,  and  had  lime  water 
administered  to  him. 

On  admission  he  was  unable  to  articulate  plainly,  and 
constantly  cried  out  with  pain.  He  replied  imperfectly  to 
questions.  The  lips  were  excoriated,  also  the  chin  ;  the  tongue 
and  buccal  membrane  were  white.  There  was  constant  and 
violent  retching,  and  occasional  vomiting  of  mucus  and  dark 
altered  blood,  of  strongly  acid  reaction.  Frequent  attempts 
were  made  to  clear  the  throat  of  mucus.  The  man  was  in 
great  agony. 

Calcined  magnesia,  well-stirred  up  in  milk,  was  administered 
as  promptly  and  freely  as  possible,  and  after  a  short  time  the 
vomited  matters  became  alkaline.  The  patient  was  now  in  a 
state  of  collapse,  with  a  pulse  of  50,  though  of  fair  volume  and 
power.  Temperature  normal.  The  face  was  dusky,  the 
extremities  cold,  knees  and  thighs  flexed  on  abdomen.  Con- 
stantly groaning  with  pain.  An  enema  of  beef-essence,  f ^ss 
brandy,  and  -n\^xl  of  tincture  of  opium  was  retained,  and  relief 
was  afforded  by  opium,  which  was  given  to  the  extent  of  it^cxI 
in  the  next  twenty-four  hours.  The  evening  temperature  rose 
to  99*6°,  and  hiccough  occurred  for  two  hours. 

February  12  (second  day). — The  body  was  warm  all  over, 
and  the  patient  was  calmer.  Occasional  attacks  of  sharp  pain 
in  stomach.  Quite  conscious.  Replies  to  questions  as  well 
as  his  sore  mouth  will  permit.  Pupils  very  small.  Opium 
given  by  mouth  and  in  enemata  to  the  extent  of  I7\c  of  laudanum 
during  this  day.  The  first  urine  passed  contained  much  blood 
[vide  drawings),  and  the  succeeding  specimens  became  gradu- 
ally free  of  it  and  the  albumen  due  to  it.  Large  linseed  and 
laudanum  poultices  were  assiduously  applied  all  over  the 
abdomen  with  great  relief.     Vomiting  continued  at  intervals, 
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the  rejected  matters  still  containing  blood.  Tongue  and 
buccal  membranes  white  and  charred. 

February  13  (third  day). — Much  collapsed  early  in  the 
morning,  pulse  running.  Improved  after  nutrient  enema. 
Abdomen  distended.  Pulse  140.  Had  ii^cxlii  of  laudanum 
by  mouth  and  rectum.  Free  from  pain.  Quite  conscious. 
Voice  strong.  No  action  of  the  bowels  so  far ;  a  portion  of 
the  enemata  sometimes  rejected. 

February  14  (fourth  day). — Slept  better.  Face  less  pinched 
than  before.  Temperature  normal.  State  of  mouth  and 
breath  now  very  offensive.  Shreads  of  putrid  mucous  mem- 
brane expectorated.  Unable  to  swallow  anything.  Tongue 
has  shed  its  charred  coating,  and  is  very  red.  Passed  four 
liquid  motions.     Shows  more  power  and  is  cheerful. 

At  3.80  A.M.  of  February  15  (fifth  day)  hiccupping  occa- 
sionally. Bowels  frequently  acting.  Systolic  sound  at  heart's 
apex  prolonged  and  rough.  Over  the  base,  to  left  of  sternum, 
some  doubtful  friction-sound.  Temperature  rose  to  102*2°, 
and  fell  to  101*6°  before  death  occurred.  Over  itlc  of  laudanum 
were  taken  the  last  day.  In  the  last  state  of  collapse,  half  a 
drachm  of  ether  was  injected  under  the  skin.  The  mouth  was 
washed  with  a  lotion  of  borax  and  chlorate  of  potassium  in 
infusion  of  roses.  Peptonised  food  was  given  as  long  as 
swallowing  was  possible. 

The  patient  lived  a  hundred  hours  after  taking  the 
poison.  It  was  difficult  to  get  a  clear  history  of  the  circum- 
stances under  which  it  was  swallowed.  According  to  one 
account  luncheon  had  been  taken  a  short  time  previously.  I 
had  no  doubt  of  the  suicidal  intention  of  the  patient.  He 
was  a  strong  and  well-nourished  man.  The  stains  left  by  the 
acid  were  sufficiently  characteristic,  and  the  reactions  of  the 
first  vomited  matters  were  those  of  nitric  acid. 

On  examination  of  the  body  next  day,  the  principal 
appearances  were  the  following : — The  mucous  membrane  of 
the  oesophagus  was  grey  and  partially  detached  from  the 
pharynx  downwards.  Fauces  merely  oedematous.  The  epi- 
glottis much  thickened,  mucous  membrane  of  larynx  down  to 
vocal  cords  greyish,  tracheal  membrane  merely  red.  Lungs 
oedematous.  The  pericardium  injected  in  parts;  no  lymph. 
Endocardium  natural.  Abdomen,  slightly  puffy  about  epi- 
gastrium. A  little  lymph  on  anterior  surface  of  stomach  and 
over  the  liver ;  none  lower  down,  and  no  signs  of  general 
peritonitis.  The  walls  of  the  stomach  thick,  and  cavity  very 
small.     Mucous  membrane  brownish-black  in  colour,  with  a 
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few  red  streaks.  This  condition  extended  onwards  about  four 
inches  into  the  duodenum.  Thence  along  the  jejunum  the 
mucous  membrane  was  greyish.  Below  this,  the  intestines 
were  not  changed.  The  liver  was  putrid  and  softened.  All 
the  other  viscera  appeared  natural.  The  head  was  not  allowed 
to  be  opened. 

It  is  noteworthy  that  signs  of  severe  irritation  passed 
beyond  the  papilla  whence  bile  entered  the  duodenum.  In 
several  recent  cases  of  irritant  poisoning  at  St.  Bartholomew's 
it  has  been  found  that  the  corrosive  effect  has  ceased  abruptly 
at  this  point,  indicating  on  the  part  of  the  bile  a  neutralizing* 
and  protective  influence  over  the  mucous  membrane.  The 
stomach  was  not  perforated.  This  seems  to  be  not  uncommon. 
Orfila  records  a  case  where  three  openings  occurred.  The 
small  size  of  the  cavity  is  also  noted  by  Orfila.  It  is  said  to 
be  found  when  perforation  is  present.  The  occurrence  of 
haematuria  has  not  been  recorded  before,  so  far  as  I  am  aware. 
The  symptoms  were  possibly  modified  by  the  patient  having 
had  a  meal  shortly  before  taking  the  poison.  The  prolongation 
of  his  life  was  due,  I  feel  sure,  to  the  extreme  devotion  of  my 
house  physician.  Dr.  Brinton,  and  the  ward  sister  and  nurses. 
The  large  amount  of  opium,  over  an  ounce  of  the  tincture, 
afforded  marked  relief,  and  the  man  was  of  excellent  consti- 
tution and  in  full  vigour.  Laudanum  was  freely  used  also  in 
the  poultices  to  the  abdomen.  On  two  occasions  he  seemed 
to  be  sinking,  but  was  revived  by  nutrient  enemata  with 
brandy. 

It  seems  right  to  employ  opium  very  freely  in  such  cases. 
The  suffering  is  intense,  and  it  is  at  least  our  duty  to  secure 
euthanasia  if  we  cannot  avert  a  fatal  issue.  (Coloured  drawings 
of  the  urine  as  passed  on  four  occasions  after  admission,  and 
the  preparations  of  the  tongue,  fauces,  larynx,  oesophagus, 
stomach,  and  small  intestines,  preserved  in  glycerine,  were 
shown.) 
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X. — On   Gastrostomy.     By  Richard   Barwell.     Bead 

November  27,  1885. 

GASTROSTOMY  is  an  operation  which  must  always  be  of 
considerable  interest.  It  is,  of  course,  only  called  for 
in  cases  of  impermeable,  or  nearly  impermeable,  stricture  of 
the  oesophagus.*  But  that  stricture  may  be  produced  by 
different  causes,  it  may,  for  instance,  be  traumatic,  syphilitic, 
or  malignant.t  In  the  first  two  varieties  there  appears  no 
reason  why,  the  operation  being  primarily  successful,  the 
patient  should  not  continue  to  live  his  allotted  term.  In  the 
last  variety  gastrostomy  can  only  prolong  life  until  the  carci- 
noma itself  shall  kill.  To  this  class  the  case  I  am  about  to 
relate  belongs. 

Emily  P.,  aet.  43,  was  admitted  under  my  care  March  19, 
1885,  for  difficulty  in  swallowing.  The  only  point  in  the 
family  history  worthy  of  notice  is  that  her  mother  died  of 
"  obstruction  of  the  stomach."  It  is  stated  that  she  vomited 
her  food  immediately  on  swallowing  it ;  she  was  then  seventy- 
five  years  old.  The  illness  lasted  but  a  short  time,  and  evidently 
may  have  been  hernia  or  other  intestinal  obstruction. 

The  patient  has  been  married  twenty-one  years,  has  had 
four  children,  two  being  now  healthy  lads ;  no  miscarriages ; 
though  her  husband  appears  to  have  been  not  very  steady, 
there  is  no  appearance  or  history  of  syphilis. 

In  the  middle  of  1884  she  first  noticed  some  difficulty  in 
swallowing;  it  remained  slight  until  the  following  October, 
since  which  time  it  has  been,  and  still  is,  increasing ;  emacia- 
tion has  kept  pace  with  it.  At  Christmas  of  that  year  she 
weighed  only  7  st.  6  lbs. 

March  19. — I  caused  her  to  drink  a  little  water,  observing 
violent  efforts,  even  struggles  in  swallowing ;  then  after  due 
examination,  explored  the  passage  with  bougies  and  found  a 
very  decided  impediment  6 4  inches  from  the  edge  of  the  upper 
incisors,  that  is  to  say  a  little  below  the  level  of  the  upper 
border  of  the  cricoid  cartilage.    No  external  enlargement  was 

*  It  migbt  exceptionally  be  indicated  by  extensive  destruction  with  corrosives 
of  the  oesophageal  mucous  membrane  previous  to  cicatricial  contraction  of  the 
tube. 

t  Extrinsic  stricture  need  not  be  considered  here. 
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perceptible,  but  on  somewhat  deep  palpation  between  the 
sterno-mastoid  and  the  upper  part  of  the  trachea  on  the  left 
side,  a  certain  induration  of  parts  could  be  verified.  I  suc- 
ceeded after  a  time  in  gently  passing  a  bougie,  size  of  No.  14 
catheter;  a  few  days  afterwards  I  could  pass  only  one  of 
No.  7  gauge. 

March  25. — I  introduced  a  funnel-ended  tube,  No.  10 
gauge,  of  the  kind  shown  last  year  in  these  rooms  by  Mr. 
Symonds.  For  the  first  twenty-four  hours  it  produced  con- 
siderable irritation,  which,  however,  subsided  in  about  twenty 
hours,  after  which  she  was  so  much  relieved  that  she  took 
food  with  considerable  facility,  and  at  her  own  request  left 
the  hospital  on  April  4. 

April  11. — Patient  came  back  to  the  hospital  in  great 
distress,  stating  that  for  the  last  two  days  she  has  had  much 
pain  and  great  difficulty  in  swallowing,  and  for  the  last  twelve 
hours  nothing  would  pass  down;  the  last  attempt  caused 
choking,  whereby  the  tube  was  ejected ;  it  was  found  plugged 
with  thick  mucoid  secretion,  although  it  had  been  removed 
and  cleaned  two  days  before. 

She  was  readmitted.  Examination  revealed  over  and 
behind  the  left  side  of  the  thyroid  cartilage  considerable 
enlargement,  and  some  doubtful,  deep-seated  fluctuation;  in 
the  evening  she  had  a  rigor;  temperature  rose  to  103"2°. 

April  15. — Fluctuation,  though  still  distant,  was  more 
evident ;  an  exploratory  trocar  let  out  a  quantity  of  gas  and 
some  pus,  both  extremely  fetid ;  a  free  incision  a  little  in  front 
of  the  edge  of  the  sterno-mastoid  evacuated  about  three 
drachms  of  pus ;  the  cavity  was  well  washed  out  and  drained. 
Swallowing  very  difficult  and  painful.     Fed  entirely  per  rectum. 

April  24. — It  was  found  that  when  she  attempted  to 
swallow  a  little  milk  some  of  it  came  through  the  abscess 
opening.    A  consultation  resulted  in  deciding  on  gastrostomy. 

April  25. — I  made  an  incision  about  5  inches  long,  begin- 
ning 1^  inches  from  the  xiphoid  cartilage,  and  running  parallel 
to  about  1  inch  below  the  margin  of  the  costal  cartilages ;  the 
muscles  were  divided  to  a  smaller  extent,  and  after  stopping 
all  bleeding,  the  peritoneum.  On  lifting  a  little  the  margins 
of  the  wound,  the  left  part  (more  than  the  left  lobe)  of  the 
liver,  the  spleen,  the  great  omentum  covering  the  colon  were 
in  view.  Contracted,  and  as  it  were  tucked  under  the  edge 
of  the  liver,  was  the  stomach,  the  gastro-epiploic  vessels,  more 
especially  the  vein,  being  marked  as  a  dark  line.  Taking  hold 
of  this  vessel  with  the  finger  and  thumb  I  gently  drew  it 
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down  and  verified  that  the  most  convenient  spot  for  the  arti- 
ficial mouth  would  be  directly  behind  the  rectus.  At  a  certain 
determined  spot,  some  distance  from  the  edge  of  the  wound, 
I  passed  a  simple  straight  needle,  armed  with  Chinese  silk, 
through  the  whole  thickness  of  the  abdominal  walls  into  the 
cavity,  and  flexing  with  finger  and  thumb  the  stomach  caused 
this  needle  to  traverse  a  considerable  interval  between  the 
peritoneal  and  muscular  coat.  Opposite  the  point  of  exit 
from  the  covering  of  the  stomach  I  thrust  it  again  from  within 
outwards  through  the  abdominal  walls.  A  second  needle  was 
entered  close  to  this  point  of  extrusion  at  the  skin,  and  the 
same  manoeuvre  practised.  I  thus  put  in  seven  sutures,  each 
a  little  overlapping  the  others,  which  forming  an  oval  with 
diameters  of  3  and  2|  inches  in  such  wise  that  along  its  peri- 
phery no  part  of  the  stomach  was  left  unattached  to  the 
parietal  peritoneum.  Within  this  the  edge  of  the  wound  was 
at  a  certain  chosen  part  also  stitched  to  the  stomach  so  as  to 
leave  a  circle,  about  as  big  as  a  sixpence,  of  the  stomach — 
peritoneum  uncovered;  the  rest  of  the  wound  was  secured 
(peritoneal  surfaces  in  contact)  with  quill  sutures,  and  some 
superficial  stitches  were  also  inserted. 

April  28. — After  the  operation  the  patient  had  no  pain ; 
her  highest  temperature  was  98'4°.  I  perforated  the  stomach 
with  a  very  narrow  bistoury  and  introduced  a  No.  7  gum 
elastic  catheter  through  which  five  ounces  of  strongest  beef 
tea  and  half  an  ounce  of  brandy  were  slowly  given;  being 
anxious  to  avoid  any  violent  peristalsis  of  the  stomach  the 
food  was  ordered  at  no  time  to  exceed  four  ounces.  Feeding 
per  rectum  to  be  continued. 

May  1. — All  sutures  removed. 

On  the  8th  the  feeding  was  increased  to  five  'feeds  in  the 
twenty-four  hours,  viz.  three  of  concentrated  soup  with  shreds 
of  the  meat  left  in,  two  of  milk  and  egg  with  an  ounce 
brandy,  each  feed  to  measure  three  quarters  of  a  pint.  The 
hardness,  and  to  less  degree  the  size,  of  the  enlargement  in 
front  of  the  trachea  had  increased. 

May  30. — Patient  found  that  she  could  swallow  with  mode- 
rate ease  and  thus  had  five  ounces  of  milk  twice  a  day.  This 
power  ten  days  after  began  to  decline  and  in  a  fortnight  she 
found  the  effort  too  severe. 

June  15. — She  now  takes  eight  feeds  a  day,  each  of  a  pint, 
five  of  the  soup,  as  above,  two  of  two  tablespoonfuls  of  Mellin's 
food,  one  egg,  one  ounce  of  brandy  made  up  to  a  pint  with 
milk,  one  of  the  same  without  Mellin's  food. 
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July  12. — The  enlargement  in  front  of  the  trachea 
increasing ;  for  the  last  week  some  dyspnoea  has  come  on. 
Examination  showed  the  laryngeal  mucous  membrane  to  be 
much  congested,  the  arytenoid  cartilages  fixed,  or  nearly 
fixed. 

July  17. — A  large  quantity  of  muco-pus  mixed  with  saliva 
was  ejected  by  coughing  from  the  mouth.  This  only  relieved 
the  breathing  for  a  short  time. 

July  21. — Mr.  Stedman  (my  house  surgeon)  found  her 
breathing  with  considerable  difficulty  and  performed  tracheo- 
tomy. The  symptoms  were  not  acutely  urgent,  but  the  distress 
and  fatigue  of  chest  were  such  as  in  his  opinion  to  call  for  the 
operation.  Another  consultation  was  held  to  consider  the 
advisability  of  removing  the  whole  larynx,  together  with  the 
upper  part  of  the  oesophagus,  it  was  concluded  that  at  the 
time  of  operation  the  disease  would  probably  be  found  beyond 
the  reach  of  the  knife  and  that  the  patient  was  not  in  a 
condition  to  bear  any  very  extensive  operation. 

It  would,  I  think,  be  useless  to  follow  out  the  details  of 
this  case  further ;  the  patient  gained  flesh  somewhat,  and  on 
September  15  I  left  town;  she  was  then  weak,  but  not  failing. 
She  seems,  however,  to  have  caught  cold  and  died  of  bronchitis 
on  the  night  of  the  18th. 

Post-viortem. — Epithelioma  of  oesophagus  from  just  below 
cricoid  to  just  above  bifurcation  of  trachea.  Gastrostomy 
and  tracheotomy  wounds.  Death  apparently  from  purulent 
bronchitis. 

Body  thin  but  by  no  means  emaciated.  Rigor  mortis 
present.  No  sign  of  decomposition.  No  post-mortem  staining. 
Tracheotomy  and  gastrostomy  wounds  as  during  life.  Thyroid 
round  about  tracheotomy  wound  markedly  swollen,  the  lobes 
of  the  thyroid  being  the  chief  cause  of  fulness.  Pus  lying  in 
the  wound. 

Thorax  :  Superficial  view  normal.     Pericardium  normal. 

Pleurae  and  lungs :  In  the  lower  lobe  of  each  lung  there 
are  three  secondary  deposits  of  new  growth  beneath  the  pleura, 
flat  plates  not  more  than  yw^^  inch  in  thickness,  puckered 
centrally  on  the  surface  and  vascular ;  there  is  purulent 
bronchitis,  extending  to  fine  tubes,  most  marked  in  lower 
lobes. 

Abdomen :  Skin  of  abdominal  wall,  around  the  wound 
that  is  left,  is  attached  to  the  stomach.  The  stomach  is 
adherent  by  adhesions,  limited  to  the  neighbourhood  of  the 
wound,  to  the  parietal  peritoneum,  and  to  the  left  lobe  of  the 
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liver.  The  part  of  the  stomach  which  was  opened  is  about  4 
inches  from  the  cardiac  end^  the  whole  wide  part  of  the  viscus 
lying  far  back  in  the  left  hypochondrium. 

Liver,  spleen,  kidneys  normal.  Intestines  not  cut  into. 
Cervix  uteri  very  hard  but  merely  fibroid. 

Tongue,  oesophagus,  and  windpipe  removed  together.  In 
order  to  do  this,  a  large  mass  of  new  growth  adhering  to  the 
spine  from  the  second  cervical  to  the  first  dorsal  vertebra  had 
to  be  cut  through.  This  mass  did  not  infiltrate  the  bones  as 
far  as  a  section  showed,  but  merely  the  ligaments. 

Pharynx  and  oesophagus :  On  slitting  down  the  pharynx 
and  oesophagus  a  new  growth  was  found  extending  from  the 
level  of  the  cricoid  cartilage  just  below  its  upper  border 
down  almost  to  the  bifurcation  of  the  trachea.  This  growth 
almost  closes  the  tube,  so  thick  has  it  rendered  the  walls, 
which  look  in  section  almost  na3void.  Immediately  below 
this  constriction  there  is  an  opening  an  inch  long  from  the 
oesophagus  into  the  trachea,  opposite  to  and  below  the 
tracheotomy  wound ;  through  this  fistula  new  growth  seems 
to  be  slightly  invading  the  trachea,  but  it  has  caused  no 
stricture  below  the  wound  or  elsewhere.  On  the  oesophageal 
aspect  the  opening  is  surrounded  by  large  fungating  warty 
masses  of  new  growth  in  a  sloughy  state.  Below  this  wound 
we  come  to  a  flat  ulcerated  surface  limited  below  by  a  very 
typical  raised  indurated  epitheliomatous  margin.  Superiorly 
a  similar  surface  existed,  and  a  still  thicker  margin  formed  a 
marked  swelling  behind  the  cricoid  at  a  level  with  the  base 
of  the  right  arytenoid  cartilage,  doubtless  accounting  for 
the  limited  action  of  the  crico-arytenoidei  postici  observed  by 
Dr.  Mott  during  life.  The  arytenoids  and  the  opening  of  the 
glottis  appear  perfectly  normal. 

The  tracheotomy  wound  passes  through  the  angle  between 
the  enlarged  lobes  of  the  thyroid.  The  right  is  rather  larger 
than  the  left  and  is  of  healthy  aspect.  The  left  is  very  hard, 
pale,  and  shows  yellow  degenerating  spots  in  the  surface  of 
section  (epithelioma  ?) .  The  carotids  are  as  usual  pushed  out 
by  the  enlarged  lobes.  A  swollen  lymphatic  gland  lies  in  the 
right  and  close  to  the  wound. 

Gastrostomy  wound  scarcely  noticeable  in  the  rugous 
surface  of  mucous  membrane  of  the  stomach.  The  latter 
appears  perfectly  normal  everywhere  even  at  the  margin 
of  the  wound. 

Remarks. — This  operation,  although  after  a  considerable 
interval  my  patient  died,  was  eminently  successful.     Gastros- 
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tomy  is  never  undertaken  to  cure  a  disease  :  it  is  simply 
directed  to  the  prolongation  of  life.  If  the  obstruction  to 
ingestion  be  traumatic  such  life  may  continue  indefinitely ;  if 
it  be  due  to  syphilis,  the  operation  gives  time  for  the 
beneficent  action  of  remedies.  But  if  the  stricture  be  malig- 
nant, gastrostomy  can  only  prolong  life  until  the  disease, 
either  by  secondary  deposit  or  otherwise,  has  run  its  inevitable 
course.  Such  is  the  only  object  of  the  operation  in  cases 
like  that  just  detailed,  and  this  object  was  completely 
attained. 

The  irritation,  inflammation,  and  abscess  which  resulted 
from  the  use  of  the  funnel-ended  tube  tend  to  show  that  this 
mode  of  treatment  will  not  avail  in  all  cases  of  stricture  of  the 
oesophagus.*  I  at  all  events  should  be  disinclined  to  resort  to 
such  means  unless  the  stricture  were  situated  well  below  the 
cricoid  cartilage.  It  may  even,  in  a  certain  percentage  of 
much  lower  strictures,  produce  effects  like  those  above 
described;  but  which,  if  they  occurred  within  the  chest, 
would  be  very  serious  or  even  disastrous. 

I  think  it  will  be  found  that  simple  straight  needles,  used 
in  the  manner  above  described,  are  much  more  convenient  and 
much  more  fitted  for  stitching  a  perfect  ring  with  practically 
uninterrupted  periphery  than  what  is  described  "  as  a  needle 
in  handle.'^ 

It  may  be  permitted  me  to  point  out  that  in  this  case 
oesophagostomy  would  have  been  worse  than  useless.  Certain 
surgeons  have  expressed  a  preference  for  that  operationt  over 
gastrostomy;  but  the  arguments  on  which  such  choice  is 
founded,  appear  to  me  singularly  inapplicable  and  ill-grounded. 
In  traumatic  cases  the  situation  of  the  lowest  point  of  the 
stricture  can  only  be  conjectural.  In  malignant  cases  the 
same  remark  applies;  moreover,  the  operation  can  only  be 
available  when  the  disease  is  situated  in  the  cervical  portion  of 
the  tube,  and  it  is  against  the  canons  of  surgery  and  of  common 
sense  to  operate  in  the  neighbourhood  of  the  cancer  when  a 
part,  at  a  considerable  distance,  is  available.  The  only  plea 
which  could  justify  such  a  substitution  for  gastrostomy  would 
be  a  very  large  death-rate  for  the  latter  operation. 

Now,  as  to  the  statistics  of  gastrostomy,  the  articles  in 
English  surgical  works  quote  but  a  fraction  of  the  cases ;  for 

*  In  hU  article  in  the  New  St/stem  of  Swrgery  (vol.  i,  p.  804),  Mr.  Durham 
expresses  the  conviction  that  the  use  of  such  tubes  will  render  gastrostomy 
unnecessary  in  most  cases  of  cancerous  stricture. 

t  See  Mr.  Beeves^  Clinical  Society's  Transactions,  vol.  xv,  p.  26. 


62  Mr.  Barwell  On  Gastrostomy. 

instance,  tliat  in  the  last  edition  of  the  New  System  of  Surgery 
gives  credit  for  only  63  cases.^ 

In  an  article  recently  published,  Dr.  Zesas  has  collected  163 
cases. t  Of  these  129  were  affected  with  carcinomatous,  32 
with  traumatic,  2  with  syphilitic  stricture. 

Of  the  carcinomatous  cases  111  died. 
Of  the  traumatic  „       20     „ 

Of  the  syphilitic  „         2     ,, 

But  one  recovery  from  syphilitic  stricture  (Davies-Colley) 
has  been  overlooked.  In  abstracting  the  general  results  I 
shall  add  my  case  and  a  case  which  Mr.  Morgan  shows  to-night. 
I  shall  also  take  a  different  method  of  computation  because  cases 
which  continued  in  life  many  weeks  or  months  and  then  died 
from  extension  of  the  disease  from  phthisis  or  other  alien  cause, 
ought  not  to  be  reckoned  among  deaths  from  the  operation. 
Therefore  in  this  wise  we  have  166  cases,  namely,  130  malig- 
nant, 33  traumatic  and  3  syphilitic. 

Of  the  166,  107  died,  the  chief  cause  of  death  being 
exhaustion  and  collapse  (43),  peritonitis  (26) ;  but  we  must  go 
somewhat  further.  Before  the  period  of  antiseptics  and  before 
the  invention  of  the  two-stage  method  31  gastrostomies  were 
performed  with  but  one  recovery;  since  that  epoch  135  times 
with  38  recoveries — that  is  to  say  3'22  and  29*5  respectively. 
This  figure,  namely,  twenty-nine  and  a  half  successes  in  a 
hundred  cases  I  think  we  may  fix  as  the  modern  results  of 
gastrostomy. 

I  submit  moreover  that  if  we  gather  from  these  numbers 
that  gastrostomy  is  not  so  formidable  an  operation  that  it  should 
be  postponed  until  the  patient  is  exceedingly  weak,  we  may  yet 
save  a  large  proportion  of  those  whose  death  is  under  recent 
conditions  ascribable  to  exhaustion;  therefore  that  far  more 
favorable  results  for  the  operation  may  hereafter  be  obtained. 

*  They  are  thus  distributed :  50  malignant,  11  traumatic,  1  syphilitic,  1  slough- 
ing of  the  oesophagus.  Of  the  malignant  cases  :  15  died  within  48  hours,  10  with- 
in a  week,  24  lived  beyond  a  week,  of  which  3  up  to  4  months.  Of  the  traumatic 
cases  1  died  on  the  3rd  day,  1  on  the  11th  day;  the  rest  are  stated  to  have  done 
well.  The  one  syphilitic  case  recorded  did  well ;  but  Mr.  Durham  has  apparently 
overlooked  another  case  occurring  in  Guy's  Hospital  which  died.  The  case  of 
sloughing  died.     (Neto  System  of  Surgery,  vol.  i,  p.  800.) 

t  Archivfiir  Minische  Chirurgie,  vol.  xxxii,  Hft.  1,  p.  188. 
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XI. — A  Case  of  Gastrostomy.     By  C.  T.  Dent.     Bead 

November  27,  1885. 

AS  a  sequel  to  those  narrated  by  Dr.  Coupland  and  Mr.  Henry 
Morris,  Mr.  Reeves  and  Mr.  Golding-Bird,  in  vol.  xv  of 
tlie  Society's  Transactions,  the  following  case  seems  worthy 
of  record,  as  the  opinion  is  entertained  by  many  that  the 
operation  of  gastrostomy  is  still  on  its  trial. 

Walter  A.,  set.  44,  a  thin,  sallow-complexioned  man,  a 
steward  in  the  service  of  the  P.  and  O.  Company,  was  admitted 
to  St.  George's  Hospital  in  July,  1885.  When  admitted  he 
was  under  the  care  of  Mr.  Pick,  to  whom  I  am  indebted  for 
information  relating  to  the  case.  Four  months  previous  to 
admission,  dijSiculty  in  swallowing  solids,  which  for  some  time 
before  had  given  him  slight  inconvenience,  became  more 
pronounced. 

State  on  admission. — The  patient  was  quite  unable  to 
swallow  solid  food.  He  swallowed  fluids  slowly  and  with 
difiiculty.  Some  discomfort  was  referred  to  the  lower  part  of 
the  neck.  He  occasionally  vomited  fluid  frothy  in  character. 
No  blood  had  ever  been  noticed  in  the  vomit.  He  had  been 
growing  thinner  for  some  time.  No  cause  was  known  for  the 
commencement  of  the  disease.  Nothing  abnormal  could  be 
felt  externally,  but  the  pulsation  of  the  aorta  in  the  epigastric 
region  was  very  distinct.  A  bougie  was  passed,  but  met  with 
an  obstruction  near  the  cricoid  cartilage.  This  was  thought 
to  be  due  to  spasm,  and  a  few  days  later  a  bougie  was  again 
passed  whilst  the  patient  was  under  ether.  The  instrument 
now  passed  readily  down,  as  far  as  could  be  judged  nearly  to 
the  cardiac  end  of  the  oesophagus,  where  it  impinged  on  a 
hard  mass.  Malignant  disease  was  diagnosed  and  the  operation 
of  gastrostomy  recommended.  The  patient,  however,  was 
unwilling  to  submit  to  the  operation.  During  the  next  month 
the  difficulty  of  deglutition  remained  much  the  same,  but  the 
man  lost  about  a  stone  in  weight.  I  then  passed  a  bougie 
again  gently  and  found  the  obstruction  as  before,  but  so  hard 
that  it  gave  the  sense  of  meeting  with  bone.  Vomiting  was 
now  rather  more  frequent,  the  reaction  of  the  vomit  being 
alkaline,  suggesting  that  the  tube  might  be  pouched  above  the 
stricture.     The  patient  now  gave  his  consent,  and  seven  weeks 
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after  his  admission  I  performed  the  first  stage  of  the  operation. 
The  stomach  was  very  easily  reached  by  means  of  a  curved 
incision  made  on  the  outer  side  of  the  left  rectus  muscle. 
The  stomach  was  gently  drawn  forwards  and  united  to  the 
abdominal  wall  by  silk  sutures,  great  care  being  taken  to  pass 
the  sutures  through  the  divided  parietal  peritoneum.  To  avoid 
undue  traction,  I  was  compelled  to  take  up  the  part  of  the 
stomach  lying  immediately  below  the  wound ;  this,  as  was 
subsequently  proved,  lay  nearer  to  the  pylorus  than  I  could 
have  wished.  For  the  next  four  days  the  patient  was  fed 
wholly  by  enemata. 

On  the  fifth  day  I  opened  the  stomach  by  a  small  incision 
and  attached  the  mucous  coat  to  the  edges  of  the  wound,  which 
was  now  entirely  healed,  save  where  the  stomach  protruded. 
The  patient  was  henceforth  fed  entirely  through  the  gastric 
opening.  The  reaction  of  the  contents  of  the  stomach  when 
first  opened  was  alkaline,  but  after  the  first  introduction  of 
food  it  became  acid  and  remained  so  whenever  it  was  examined. 
For  the  first  few  days  the  man  improved,  but  then  the  stomach 
became  very  intolerant  of  food,  and  great  difficulty  was  experi- 
enced in  keeping  it  in  the  stomach.  Directly  after  its  intro- 
duction it  was  vomited  out  through  the  opening.  The  tongue 
was  moist  and  clean,  but  he  complained  continually  of  thirst. 
He  died  on  the  eighth  day  after  the  second  operation. 

The  condition  of  the  parts  is  well  shown  in  the  prepara- 
tion made  by  Dr.  Sisley.  Seven  and  a  half  inches  below  the 
level  of  the  thyroid  cartilage,  extensive  malignant  ulceration 
of  the  oesophagus  is  seen,  a  portion  of  the  wall  of  the  tube 
being  completely  destroyed.  The  edges  of  the  gap  adhere 
to  the  vertebral  column  and  the  continuity  of  the  tube  is 
thus  preserved.  No  doubt  the  bougies  had  been  passed  down 
as  far  as  this  point  and  struck  against  the  spine.  Numerous 
hard  and  enlarged  lymphatic  glands  were  found  round  about 
the  seat  of  the  disease;  some  are  shown  in  the  specimen. 
There  are  two  small  openings  into  the  right  bronchus  just 
below  the  ulceration,  and  several  malignant  deposits  in  the 
adjacent  lung.  Lower  down  a  second  malignant  tumour 
blocks  up  the  oesophagus,  completely  preventing  the  passage 
even  of  a  probe  from  above.  There  was  no  trace  of  perito- 
nitis. 

In  this  case  the  operation  probably  neither  accelerated  nor 
retarded  death.  At  the  time  of  operation  the  man  was  weak, 
but  did  not  appear  to  be  sinking  at  all  rapidly.  I  do  not 
myself   think   the   operation   of   gastrostomy   for   malignant 
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stricture  justifiable  if  performed,  as  it  is  sometimes  urged 
that  it  should  be,  as  a  "  last  resource."  If  the  operation  may- 
only  be  resorted  to  as  a  sort  of  desperate  means  of  treatment, 
then  I  think  it  ought  to  find  no  place  in  surgical  practice ;  for 
it  is  a  means  of  treatment  that  does  not  materially  relieve  pain 
and  can  only  be  advocated  in  the  hope  of  prolonging  life.  If 
it  does  not  do  this  it  were  better  to  abandon  it  in  cases  of 
malignant  stricture.  But  it  would  seem  to  be  proved  from 
cases  such  as  Mr.  Bryant  has  recorded  in  the  Medical  Society's 
Proceedings,^  that  if  performed  early,  that  is  as  soon  as  the 
diagnosis  is  established  with  even  a  moderate  degree  of 
certainty,  the  operation  does  prolong  life.  I  think  that  the 
occurrence  of  vomiting  is  perhaps  the  most  important  guide 
that  we  have  to  indicate  the  advisability  of  an  operation. 

Again,  the  case  was  obviously  one  in  which  oesophagostomy 
would  have  been  a  futile  and  injurious  proceeding'.  It  is 
asserted  that  malignant  strictures  occur  most  frequently  in 
the  upper  part  of  the  tube.t  But  it  is  by  no  means  uncommon 
to  find  more  than  one  malignant  growth.  My  colleague,  Mr. 
Pick,  had  such  a  case  recently  under  his  care  in  St.  George's 
Hospital.  After  death  a  constriction  of  the  oesophagus  was 
found  three  inches  below  the  level  of  the  cricoid  cartilage  ;  an 
enlarged  gland  pressed  on  the  tube  at  this  point,  but  in 
addition,  midway  between  the  pharynx  and  the  stomach,  a 
mass  of  neoplasm  surrounded  and  constricted  the  oesophagus. 
Such  a  case  would  have  seemed  just  suitable  for  oesopha,- 
gostomy,  but  this  operation,  if  performed,  would  have  been 
above  the  seat  of  the  most  serious  disease  and  would  have 
been  attended  by  great  risks. 

Precisely  the  same  complications  occurred  after  operation 
in  my  case  as  in  Mr.  Morris's  and  in  many  others  ;  the  opening 
was  made  too  near  the  pylorus  and  it  was  with  great  difficulty 
that  any  food  could  be  kept  in  the  stomach.  It  should  be 
noted  that  solid  food  was  no  better  retained  when  introduced 
through  the  gastric  opening  than  were  the  fluid  injections.  I 
should  not  in  a  similar  case  hesitate  to  enlarge  the  opening 
through  the  abdominal  wall  in  such  a  way  as  might  be 
necessary  in  order  to  take  up  a  portion  of  the  stomach  near  the 
great  curvature  and  well  away  from  the  pyloric  end. 

*.Vol.  vi,  p.  184, 

t  See  Clinical  Society's  Transactions,  vol.  xv,  p.  29. 
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XII. — A  Gase  of  Gastrostomy  in  a  Boy  aged  4  years. 
By  John  H.  Moegan.     Bead  November  27,  1885. 

THIS  boy,  est.  3  years  and  9  months,  with  the  exception  of 
a  sUght  eczema  had  been  healthy  up  to  March  1  of  the 
present  year.  On  that  date  he  swallowed  some  "painters' 
pickle"  out  of  a  ginger-beer  bottle.  This  is  some  strong 
caustic  alkali  containing  "  soap  lees  and  lime."  He  screamed 
out  and  complained  of  burning  in  the  throat  and  mouth.  The 
lips  swelled  and  he  was  unable  to  speak  for  fourteen  days  after- 
wards. Immediately  after  swallowing  the  fluid  he  vomited 
thick  phlegm,  not  containing  blood,  and  this  he  has  continued 
to  do  ever  since.  The  bowels  were  not  opened  for  five  days 
subsequent  to  the  accident  and  they  have  been  very  constipated 
ever  since.  No  blood  was  then  observed  in  the  motions,  but 
this  was  noticed  on  May  8.  He  complained  of  pain  in  the 
region  of  the  stomach  from  after  the  accident,  and  for  four- 
teen days  he  was  unable  to  swallow  any  solid  food. 

He  was  admitted  to  the  Hospital  for  Sick  Children  on 
May  11,  under  the  care  of  Dr.  Cheadle.  He  was  then  poorly 
nourished  and  pallid.  No  tumour  could  be  detected  in  the 
neck,  no  ulceration  or  scars  on  the  lips,  tongue,  or  buccal 
cavity.  The  tonsils  were  slightly  enlarged.  There  was  no 
disease  in  the  thoracic  viscera,  the  abdomen  was  flaccid  and 
sunken.  A  finger  introduced  into  the  pharynx  detected  no 
abnormality,  but  this  was  followed  by  the  vomiting  of  frothy 
mucus.     The  urine  was  normal. 

From  the  time  of  admission  he  was  given  nutrient  enemata, 
but  he  was  subject  to  occasional  attacks  of  vomiting  both  spon- 
taneous and  after  drinking  small  quantities  (2  drms.)  of  water. 
The  matter  vomited  was  muco -purulent,  but  contained  no 
blood.  Swallowing  was  effected  by  successive  gulps  and  was 
followed  by  coughing  as  though  some  of  the  fluid  passed  into 
the  trachea.  The  fluid  was  occasionally  retained,  but  only  in 
the  smallest  quantities,  and  if  of  thin  consistence. 

On  June  24,  Mr.  Marsh  attempted  to  pass  a  catheter  down 
the  oesophagus,  but  found  it  impossible  to  pass  anything  more 
than  4  inches,  where  obstruction  was  met  with.  He  made  a 
second  attempt  a  fortnight  later,  but  unsuccessfully. 

By  the  end  of  July  the  boy  had  become  very  emaciated 
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and  extremely  feeble.  In  five  days  lie  lost  2|  lbs.  Generally 
any  fluid  swallowed  was  quickly  regurgitated,  milk  being 
returned  curdled  and  acid.  He  gained  some  relief  by  dipping 
his  fingers  into  milk  and  water  and  sucking  them.  The 
enemata  were  retained  and  were  composed  of  Carnick's  beef 
peptonoids,  meat  juice  and  essence  of  meat  with  brandy  every 
four  hours.  On  the  29th  of  July  he  was  seen  by  Sir  James 
Paget,  who  advised  that  enemata  should  be  tried  containing 
due  proportions  of  animal  and  vegetable  material.  For  a  short 
time  after  this  he  managed  to  swallow  some  small  quantities  of 
liquid  food  and  on  one  day  swallowed  and  retained  22  oz.  milk 
and  6  oz.  of  essence  of  beef.  This  improvement  continued  for 
nearly  a  week,  during  one  day  of  which  he  suffered  from  an 
attack  of  diarrhoea,  but  he  gained  very  little  in  weight  and  the 
vomiting  again  recommenced.  He  nowjweighed  only  1  st.  5  lbs., 
having  lost  5|  lbs.  since  his  admission.  On  the  15th  August 
I  attempted  to  pass  a  catgut  bougie  and  managed  apparently 
to  introduce  it  into  the  stricture,  where  it  seemed  to  be  grasped. 
It  was,  however,  spontaneously  expelled  the  same  evening, 
together  with  a  quantity  of  muco-purulent  phlegm. 

The  boy's  condition  now  became  very  deplorable,  the 
wasting  and  feebleness  were  extreme,  the  enemata  were  not 
retained  and  he  could  only  sip  the  minutest  quantities  of  fluid 
to  relieve  the  thirst  from  which  he  constantly  suffered. 
Accordingly,  with  the  consent  of  Dr.  Lees,  who  had  charge  of 
the  case  in  Dr.  Cheadle's  absence,  on  August  17  1  made  an 
attempt  under  chloroform  to  pass  a  catheter  through  the 
stricture.  This  failing,  I  made  an  incision  in  the  left  hypo- 
chondrium  about  an  inch  and  a  half  long,  the  centre  of  which 
was  opposite  the  ninth  costal  cartilage,  and  which  was  parallel 
to  and  half  an  inch  from  the  cartilages  of  the  ribs.  On  dividing 
the  parietal  peritoneum  the  margin  of  the  left  lobe  of  the 
liver  came  into  view,  and  the  stomach,  fully  distended,  bulged 
up  into  the  wound.  This  was  secured  after  Limbert's  method 
with  thirteen  sutures  of  carbolised  silk.  One  wire  suture  was 
inserted  at  the  lower  angle  of  the  wound.  There  was  but 
very  little  bleeding  and  the  boy  slept  well  after  the  operation. 
The  next  day  the  boy  was  exceedingly  feeble.  No  enemata 
were  retained  and  nothing  could  be  taken  by  the  mouth.  He 
did  not  complain  of  any  pain  at  the  site  of  the  wound,  but  he 
constantly  asked  for  drink  in  a  very  weak  voice.  During  this 
day  he  passed  "^vv  of  clear  yellow  urine,  sp.  gr.  1025,  and  free 
from  albumen.  At  11.30  p.m.  that  evening,  thirty-one  hours 
after  the  first  part  of  the  operation,  I  was  sent  for  and  found  the 
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boy  in  so  feeble  a  state  that  I  decided  to  open  the  stomach 
without  delay.  The  portion  exposed  between  the  two  lines  of 
sutures  was  easily  divided,  but  the  mucous  membrane  of  the 
stomach  was  not  punctured  without  some  little  difficulty,  as  it 
receded  in  front  of  the  point  of  the  knife  to  such  a  distance  as 
to  make  it  dangerous,  if  the  knife  entered  suddenly,  lest  the 
opposite  side  should  be  wounded.  This,  I  presume,  was  owing 
to  the  fact  that  while  the  outer  wall  of  the  viscus  was  attached 
the  mucous  membrane  lay  in  loose  folds,  and  the  tissue  between 
these  coats  allowed  a  considerable  amount  of  separation  before 
any  traction  was  produced.  It  was  fixed  and  a  small  puncture 
made,  through  which  an  ordinary  tube  with  a  convolvulus 
mouthpiece  was  introduced.  No  angesthetic  was  given  and 
there  was  not  any  reason  to  suppose  that  any  pain  was  produced 
beyond  such  as  resulted  from  touching  the  recently  divided 
edges  of  the  abdominal  incision.  I  at  once  introduced  with  a 
syringe  two  drams  of  beef  tea  with  ten  drops  of  brandy  and 
ordered  that  this  amount  should  be  given  every  two  hours. 
Next  morning  he  was  drowsy  and  complained  of  thirst,  and 
during  the  following  three  days  he  slept  a  great  deal.  Except 
that  the  amount  of  milk  was  increased  to  Jss  with  5ij  of  beef 
tea  every  two  hours  the  diet  was  not  altered.  The  amount  of 
urine  passed  in  the  twenty-four  hours  increased  to  3"^^^]  ^^^ 
on  the  fourth  day  he  passed  a  natural  healthily  formed  motion. 
He  remained  very  irritable  and  feeble  for  the  first  seven  days  ; 
the  pulse  96,  the  temperature  just  below  normal,  and  the 
wound  looked  wide  with  sunken  edges,  discharging  pus  in 
which  several  of  the  sutures  came  away.  At  the  end  of  a  week 
he  showed  decided  signs  of  improvement,  but  it  was  more 
than  three  weeks  before  any  increase  of  weight  was  noticed. 
Since  then  he  has  continued  gradually  to  improve  in  health 
and  appearance  and  to  increase  in  weight.     His  weight 

On  May  14  was  1  st,  lOf  lbs.,  when  admitted. 

„  August  17       was  1  st.  5i  lbs.,    date  of  operation. 
„  November  18  was  1  st.  10^  lbs.,  date  of  discharge. 

This  gives  only  a  poor  idea  of  the  difference  between  his 
present  condition  and  the  state  of  feebleness  and  emaciation 
to  which  he  had  sunk  when  the  operation  was  performed. 

His  diet  has  undergone  many  changes,  and  it  now  is  as 
follows  in  the  twenty-four  hours  : 

Liquid  food  :  milk,  beef  tea,  meat  juice,  &c.,  Oij  Jiij ; 
wine  5j,  brandy  3j,  2  eggs  and  custard. 

He  manifests  a  preference  for  certain  foods,  e.  g.  custards, 
but  he  does  not  succeed  in  masticating  and   then  spitting 
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food  into  the  tube,  as  at  present  this  causes  a  tendency  to 
vomit. 

I  have  not  thought  it  desirable  up  to  the  present  to  make 
any  further  attempts  to  dilate  the  oesophageal  stricture.  The 
character  of  the  vomiting  and  the  results  of  exploration  gave 
the  idea  that  above  the  constriction  a  sort  of  pouch  or  dilata- 
tion had  formed,  and  it  seems  desirable  that  time  should  be 
given  for  that  part  to  return  to  its  normal  size.  Some  coloured 
fluid  given  by  the  mouth  has  passed  into  the  stomach  and 
shows  that  some  passage  exists  which  later  on  may  be  widened. 
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XIII. — On  a  Case  of  Jejunostomy  for  Cancer  of  the 
Pylorus.  By  C  H.  GtOLDing-Bird,  M.B.  Bead 
November  27 y  1885. 

SINCE  Billroth,  following  Pean,  in  the  first  three  months  of 
1881,  showed  by  operating  upon  three  cases  of  pyloric 
cancer  that  pylorectomy  is  a  possible  operation,  surgeons 
have  given  great  attention  not  only  to  this  but  to  other  modes 
of  dealing  with  what  up  to  that  date  was  considered  an  irre- 
mediable condition,  and  these  various  methods  of  attempting 
the  cure  or  palliation  of  such  a  fatal  malady  as  cancer  of  the 
stomach  must  be  reviewed  in  connection  with  the  case  I  am 
about  to  detail. 

In  defence  of  any  operative  measure  at  all  being  under- 
taken in  such  a  malady,  and  in  a  part  of  the  body  so  difl&cult 
of  access,  attention  must  be  drawn  to  the  fact  that  the  extreme 
risks  and  uncertainties  of  surgery  are  justifiably  incurred 
when  the  disease  for  which  they  are  undertaken  is  itself  one 
of  equal  danger. 

The  ingenuity  expended  upon  the  relief  of  obstructions  in 
the  oesophagus,  culminating  in  Czerny's  operation  of  oesopha- 
gectomy,  led  Billroth  to  predict  not  only  the  possibility  of 
removal  of  the  pylorus,  but  the  reasonable  expectation  of 
success  in  so  doing ;  and  he  proved  his  case. 

It  may  be  a  matter  of  opinion  whether  the  symptoms  of 
pyloric  cancer  and  the  risks  to  life  are  severe  enough  to 
warrant  the  additional  danger  of  opening  the  peritoneal 
cavity,  either  for  exploration  or  radical  operation,  but  I  must 
myself  put  the  patient  who  can  eat  and  not  digest,  owing  to 
the  presence  of  stricture  in  the  pylorus,  on  a  par  with  the 
greatest  martyr  to  disease  that  can  be  found  anywhere. 

It  may  be  well  here  pointed  out  that  cancer  of  the  alimen- 
tary canal  affects  it  in  one  or  other  of  its  three  great  physio- 
logical divisions,  viz.  that  of  deglutition  in  cancer  of  the 
oesophagus ;  that  of  digestion  in  cancer  of  the  pylorus ;  and 
that  of  def ascation  in  cancer  of  the  large  intestine ;  and  that 
although  the  organs  of  digestion  are  anatomically  the  least 
amenable  to  treatment,  yet  that  the  suffering  they  cause,  when 
diseased,  is  such  as  to  warrant  a  very  large  share  of  surgical 
risks  being  run  to  give  substantial  relief. 

My  patient  was  a  man  forty-six  years  of  age>  who  was 
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admitted  into  Guy's  Hospital  on  September  30,  1885,  under  the 
care  of  Dr.  Carrington,  and  witli  whom  I  was  afterwards  asso- 
ciated in  the  case.  The  patient's  early  history  is  of  no  present 
importance  prior  to  November,  1884;  he  then  first  had  sym- 
ptoms of  pyloric  obstruction,  viz.  great  pain  in  the  chest  after 
taking  food,  with  vomiting  at  varying  intervals  after  every 
meal.  Latterly  this  has  been  on  an  average  half  an  hour 
after  feeding;  and  this  constant  vomiting,  as  also  the  fact 
that  to  avoid  suffering  he  had  for  long  voluntarily  deprived 
himself  of  much  nourishment,  brought  him  to  an  extreme 
condition  of  emaciation.  Latterly  the  pain  and  frequency  in 
vomiting  have  increased. 

An  examination  of  the  retracted  belly  showed  a  tumour 
above  the  umbilicus,  and  2  inches  to  the  right  of  the  middle 
line,  tender  to  the  touch,  though  not  always  to  be  felt ;  the 
more  distended  the  stomach  the  more  easily  was  the  tumour 
seen,  but  at  no  time  was  the  stomach  really  dilated.  Melaena 
was  not  present.  Albumen  was  found  intermittently  in  the 
urine. 

Dr.  Carrington's  treatment  by  drugs  and  the  stomach-pump 
gave  the  patient  some  relief,  but  after  three  weeks,  finding  the 
patient  losing  ground,  he  asked  me  to  see  him  with  a  view  to 
relieving  him  by  some  operation. 

The  tumour  appeared  to  me  to  be  movable,  and  nothing 
beyond  the  ten  months'  history  weighed  against  operative 
interference,  so  it  was  explained  to  the  patient  that  with  great 
risk  something  might  be  done  for  him ;  and  so  great  were  his 
sufferings  that  he  gladly  embraced  any  chance  of  relief. 

I  therefore  determined  to  open  the  belly,  explore  the 
tumour,  perform  pylorectomy  if  feasible,  and  if  not,  then 
either  close  up  the  wound,  or  do  what  I  long  had  thought  a 
reasonable  treatment  for  these  cases,  jejunostomy. 

On  Saturday,  October  24,  at  8  p.m.,  I  took  over  the  case, 
and  ordered  as  follows  : 

"  Stomach  to  be  washed  out  as  usual  at  10  p.m.,  and  then 
a  teaspoonful  of  Valentine's  meat  juice,  half  an  ounce  of 
brandy,  and  twenty  grains  of  chloral  to  be  given ;  morphia 
suppository  half  a  grain;  during  the  night  koumiss  to  the 
extent  of  six  ounces,  at  intervals,  and  another  drachm  of  meat 
juice.  Patient  to  be  wrapped  in  hot  blankets  until  the  skin 
acts.  At  7  A.M.  on  25th,  half  a  pint  of  warm  milk,  and  at  8 
A.M.  some  koumiss  and  brandy  to  be  given." 

The  patient  passed  a  most  comfortable  night  and  retained 
all  the  food. 
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At  11  A.M.  on  October  25  I  washed  out  the  stomach,  and 
shortly  afterwards  proceeded  to  operate,  bichloride  of  methy- 
lene being  administered  by  Mr.  Tom  Bird. 

A  spray  of  absolute  phenol  was  employed ;  full  Listerism 
was  observed,  and  all  the  sutures  and  ligatures  were  of  carbo- 
lised  China  twist  of  various  thicknesses. 

The  early  steps  of  the  operation  were  those  laid  down  by 
Billroth  and  need  not  be  detailed ;  my  incision  was  5  inches 
long,  and  crossed  the  middle  line  obliquely  downwards  and  to 
the  right  above  the  umbilicus.  The  suspensory  ligament  of 
the  liver  which  crossed  the  incision  was  divided  between  two 
ligatures. 

On  exposing  the  pyloric  end  of  the  stomach,  a  large  mass 
was  felt,  passing  some  distance  on  to  the  stomach  walls,  and 
so  fixing  the  organ  that  it  could  not  be  drawn  down  for  exami- 
nation, whilst  some  nodules — which  afterwards  proved  to  be 
in  the  pancreas — were  felt  also. 

Satisfied  by  the  fixation  of  the  organ  that  the  case  was  not 
one  for  pylorectomy  with  a  reasonable  chance  of  success,  I 
proceeded,  on  consulting  with  my  colleagues,  Dr.  Groodhart, 
Dr.  Carrington,  and  Mr.  Jacobson,  who  were  present,  to  open 
the  jejunum. 

I  drew  up  the  transverse  colon  and  great  omentum  on  to 
the  surface  of  the  stomach,  pushing  the  omentum  also  over  to 
the  left,  so  that  advantage  could  be  taken  of  its  free  right 
border,  and  then  seized  the  first  piece  of  empty  small  intestine 
that  presented  itself!  Following  it  to  the  left,  it  was  felt 
attached  closely  to  the  spine  just  over  the  aorta,  and  this  was 
easily  recognised  as  the  commencement  of  the  jejunum.  The 
transverse  duodenum  could  not  be  distinguished,  being,  like  the 
rest  of  the  intestine,  quite  empty. 

A  portion  of  the  ring  of  the  bowel,  parallel  with  its  long 
axis  and  opposite  to  the  attachment  of  the  mesentery,  was 
seized  with  blunt  tongue  forceps  (measuring  f  inch  across  the 
bows),  and  by  this  means  the  bowel  was  held  at  the  lower 
angle  of  the  abdominal  wound  whilst  it  was  being  united. 
The  digital  examination  of  the  viscera  had  given  rise  to  no 
bleeding,  and  no  intraperitoneal  sponging  was  requisite,  but  a 
strip  of  carbolised  oil  silk  (''green  protective")  was  placed 
over  the  viscera  during  the  insertion  of  the  sutures ;  it  was 
withdrawn  before  the  wound  was  finally  united. 

The  wound  being  across  the  muscles  gaped  and  was  difii- 
cult  to  unite ;  nearly  a  dozen  sutures  were  employed. 

Between  the  last   two   stitches,   at  the  right  end  of   the 
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woundj  the  jejunum  was  drawn  to  the  surface,  and  united  with 
a  ring  of  interrupted  sutures,  |th  inch  apart.  The  forceps 
were  then  removed  ;  the  bowel,  |  inch  long,  was  just  on  a  level 
with  the  skin  ;  appearing  like  the  stomach  after  gastrostomy. 
The  ring  sutures  passed  through  the  visceral  and  parietal 
peritoneal  surfaces,  but  did  not  enter  the  lumen  of  the  bowel. 

Antiseptic  dressings,  and  support  with  bandages  and 
strapping,  were  applied. 

On  replacing  the  patient  in  bed,  due  care  was  taken  to 
maintain  the  body  temperature  with  hot  bottles,  &c. ;  no 
vomiting  was  occasioned  by  the  anaesthetic. 

The  treatment  and  condition  of  the  patient  for  the  first 
three  days  may  be  thus  summarized  : 

Enemata  every  four  hours,  containing — 

Valentine's  Meat  Juice,  3j  ; 
Liq.  Pancreaticus,  3j ; 
Brandy,  Jss ; 
Water,  ^iij 

were  given ;  and  small  quantities  of  koumiss  and  brandy, 
when  requisite,  by  the  month. 

He  was  sick  on  the  day  after  the  operation  once,  and  the 
vomit,  which  was  only  a  few  drachms,  was  mostly  blood ;  but 
during  the  night  of  the  27th  he  frequently  vomited,  and 
became  so  low  in  consequence  that  I  determined  the  next 
morning  to  open  the  bowel. 

The  pulse  gradually  rose  after  the  operation,  and  remained 
throughout  the  convalescence  at  about  70,  iDut  after  this 
attack  of  vomiting  fell  to  60,  and  the  temperature  to  95*6°. 
Prior  to  the  operation  the  pulse  averaged  54. 

With  this  one  exception  the  patient  had  neither  ache  nor 
pain  from  the  first,  was  very  cheerful,  and  none  the  worse, 
certainly,  for  all  that  he  had  gone  through. 

On  the  third  day,  October  28,  at  noon,  I  opened  the 
bowel,  making  the  opening  in  its  long  axis,  and  in  the  line  of 
the  skin  wound  therefore,  large  enough  to  insert  a  No.  12 
catheter,  through  which,  by  means  of  a  funnel,  a  semiliquid 
meal  was  administered  at  once.  On  entering  the  bowel  the 
catheter  was  passed  to  the  right  in  the  direction  of  the  ileum  ; 
no  attempt  was  made  to  pass  it  to  the  left  towards  the 
duodenum. 

The  wound  had  closed  by  primary  intention  and  the  adhe- 
sion of  the  bowel  appeared  quite  satisfactory,  but  no  stitches 
were  removed.  All  feeding  by  the  mouth  was  stopped,  and 
after  the  meal  had  been  given  by  the  fistula,  an  iodoform  pad 
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was  strapped  over  the  wound.  Neither  on  this  first  occasion  nor 
on  any  subsequent  one  was  there  any  regurgitation  of  food 
from  the  wound. 

The  bulk  of  the  meal  was  15 — 20  fluid  ounces,  and  was 
repeated  every  four  or  five  hours.  He  complained  of  tightness 
after  the  second  meal  at  5  p.m.,  and  at  10  p.m.  ;  after  the  third 
meal  he  had  a  severe  attack  of  indigestion,  which  lasted  ten 
minutes. 

It  began  immediately  after  the  food  was  given,  with  flush- 
ing of  the  face,  a  feeling  of  sinking  (or,  as  he  said,  faint- 
ness),  the  pulse  rose  rapidly,  and  he  lay  back  on  the  pillow 
with  the  eyes  closed,  and  sighed  at  intervals ;  the  face  became 
deeply  suffused. 

This  attack  of  indigestion  is  extremely  interesting ;  the 
food  was  being  administered  at  once  into  the  jejunum  away 
from  the  duodenum,  and  the  attack  never  failed  to  appear  after 
each  meal,  though  with  varying  degrees  of  severity,  during  the 
next  two  days  (October  29  and  30) ;  it  did  not  cease  until 
the  bulk  of  the  food  was  diminished.  There  can,  I  think,  be 
little  doubt  that  it  was  induced  by  the  over-distension  of  the 
upper  part  of  the  small  intestine ;  and  it  suggests  that  some 
cases  of  indigestion  or  dyspepsia  met  with  by  physicians,  may 
not  be  due  so  much  to  faulty  function  in  the  peptic  glands  or 
pancreas,  as  in  an  irregular  action  of  the  pyloric  sphincter, 
admitting  food  from  the  stomach  into  the  duodenum  with  undue 
rapidity.  The  rational  treatment  of  such  cases  would  lie  in 
the  regulation  of  the  pyloric  action — however  that  is  to  be 
accomplished — rather  than  in  the  administration  of  pepsine 
and  pancreatic  ferments. 

On  these  two  days  also,  the  patient  vomited  twice  some 
deeply  blood-stained  and  offensive  liquid,  and  the  bowels  were 
open  once  of  their  own  accord.  The  evacuation  was  of  nearly 
normal  colour;  bile  must,  therefore,  have  passed  down  beyond 
the  fistula.  On  the  sixth  day  (October  31)  I  first  passed  the 
catheter  towards  the  duodenum  as  well  as  towards  the  ileum, 
giving  only  a  meal  of  10  fluid  ounces — 5  oz.  each  way ;  from 
that  time  all  "indigestion  "  disappeared.  The  bowels  being 
too  freely  open,  a  little  opium  was  given  once ;  there  was  no 
return  of  sickness. 

The  stitches  were  all  removed  on  the  seventh  day  (Novem- 
ber 1)  as  they  were  causing  irritation.  The  patient  had  begun 
to  put  on  flesh  and  was  in  capital  spirits  ;  he  was  raised  in  bed 
by  means  of  pillows. 

All  went  on  perfectly  well  till  the  evening  of  the  ninth  day 
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(November  3)^  when  an  attempt  was  made -by  the  feeder,  at 
the  meal-time,  to  find  the  opening  in  the  bowel  with  a  probe 
instead  of  looking  for  it.  As  a  result  a  passage  was  made  by 
the  side  of  the  bowel  into  the  peritoneal  cavity  into  which 
some  of  the  food  was  passed.  Collapse  supervened  and  the 
patient  died  of  peritonitis  within  twelve  hours,  in  spite  of  every- 
thing that  could  be  done. 

Except  on  the  occasion  mentioned,  when  the  temperature 
fell  to  95-6°,  it  ranged  between  96-4°  and  99-8°,  the  average 
of  the  first  three  days  being  about  97*2° ;  and  afterwards  98*4°, 
or  a  little  higher. 

The  pulse,  which  was  54  at  the  operation,  steadily  afterwards 
was  maintained  at  72 — 75,  except  at  the  dyspeptic  attacks, 
when  it  passed  beyond  100  for  the  time. 

The  diet  given  by  the  fistula,  though  varying  very  slightly, 
consisted  mainly  at  first  of  equal  parts  of  milk  and  beef  tea 
with  2  drachms  of  brandy  and  some  Liq.  Pancreaticus ;  in  all 
15 — 20  ounces.  After  the  food  had  been  lessened  in  quantity 
and  given  more  frequently  (November  1)  the  following  scale 
was  adhered  to. 

8  A.M. — Cornflour,  2  teaspoonfuls ;  boiled  milk,  half  a 
pint ;  one  egg  {a). 

10  A.M. — Beef  tea,  half  a  pint,  boiled  with  2  teaspoonfuls 
of  peaflour  (b). 

12  noon. — Bread  and  milk,  5  fluid  ounces ;  beef  tea,  5  fluid 
ounces  (c). 

N.B. — By  bread  and  milk  is  meant  10  ounces  of  bread 
boiled  in  a  pint  of  milk  and  then  passed  through  a  strainer ; 
this  was  the  total  allowance  of  bread  per  diem. 

3  P.M.,  5  P.M. — Diets  {a)  and  (6)  repeated. 

9  P.M. — Diet  (c)  repeated. 

11  P.M. — When  given,  diet  (c)  repeated. 
Post-mortem. — Recent  peritonitis  ;  serous  fluid  in  the  peri- 
toneal cavity  containing  food-elements. 

The  stomach  was  but  little  dilated ;  an  epitheliomatous 
growth  infiltrated  the  pylorus  circularly,  fungating  towards 
the  duodenum,  infiltrating  and  adherent  to  the  liver  above  and 
behind  to  the  depth  of  5  inch,  and  extending  as  a  large 
ulcerating  surface  into  the  stomach  itself,  mostly  along  its 
posterior  wall,  for  about  5  inches.  The  forefinger  could  be 
just  forced  through  the  pylorus.  The  pancreas  contained 
cancerous  nodules ;  it  was  not  adherent  to  the  stomach. 

Condition  of  parts  concerned  in  the  operation. — The  portion 
of  intestine  that  had  been  opened  was  the  jejunum,  2  inches 
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from  the  end  of  the  duodenum.  The  opening  admitted  a  No. 
12  catheter.  The  bowel  and  parietes  were  everywhere 
adherent  firmly  together,  with  the  exception  of  a  small  opening 
on  the  left  side  which  was  not  at  first  apparent,  but  which 
when  found  admitted  a  thick  silver  probe  ;  here  the  adhesions 
had  been  perforated,  and  a  passage  into  the  peritoneal  cavity 
from  without  resulted. 

Above  the  point  where  the  bowel  was  adherent  to  the 
parietes  lay  the  transverse  colon,  the  great  omentum  being 
partly  above  but  mostly  to  the  left  of  the  wound. 

The  omentum  was  also  adherent  to  the  bowel  and  parietes, 
where  these  were  united,  and  thus  formed  an  additional  bond 
of  union  between  them.  The  probe-track  passed  between  the 
adherent  omentum  and  the  abdominal  wall. 

The  other  organs  were  normal.  Peritonitis  was  the  cause 
of  death. 

For  such  a  severe  and  obscure  disease  as  pyloric  cancer 
the  surgeon  can  have  hardly  too  many  operative  alternatives. 

If  he  operates  at  all  his  first  attempts  in  any  case  must  be 
tentative ;  and  when  he  has  learnt  the  extent  of  the  adhesions 
and  any  other  complications,  he  must  decide  between  a  cura- 
tive or  palliative  measure. 

Pylorectomy,  at  the  present  regarded  merely  from  a 
statistical  standpoint,  is  hardly  encouraging ;  but  manifestly 
it  is  unfair  to  judge  an  operation  so  young  as  this  is  upon  so 
narrow  a  basis.  Provided  the  case  is  found  to  be  otherwise 
favorable,  and  the  patient's  social  surroundings  such  as  warrant 
the  additional  risk,  with  a  view  to  possible  cure  of  his  disease, 
pylorectomy  should  have  a  fair  trial ;  but  I  am  not  prepared 
to  go  the  length  that  Czerny*  does,  in  saying,  that  the  opera- 
tion might  be  pursued  in  otherwise  unfavorable  cases  as  a 
palliative.  Palliation  may  with  certainty  now  be  obtained 
with  infinitely  less  risk. 

The  palliative  operation,  on  the  principle  of  a  gastrostomy 
or  colotomy,  that  has  as  yet  most  frequently  been  performed,  is 
gastroenterostomy.  To  the  end  of  last  year  it  had  been  per- 
formed at  least  eight  timest — seven  by  Wolfler  and  Liicke 
and  once  by  Rydygier — three  cases  surviving. 

The  operation  aims  at  short-circuiting  the  passage  of  the 
chyme  into  the  small  intestine,  by  attaching,  by  ''  ring  suture  " 
a  loop  of  intestine  to  an  aperture  made  in  the  anterior  wall  of 
the  stomach. 

*  Centralblatt fiir  Chirurgie,  1884,  p.  61  (Appendix).  t  I^'id.,  p.  63, 
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The  early  steps  of  the  operation  are  just  those  I  have  de- 
scribed in  the  operation  I  performed  on  my  patient,  having  un- 
consciously so  far  followed  Wolfler — both  having  followed, 
however,  the  plain  anatomical  indications.  The  loop  of  intestine 
— in  Rydygier's  case  jejunum — when  seized,  was  opened  and 
attached  to  the  stomach  in  the  way  already  mentioned  and  the 
abdominal  wound  closed. 

Great  advantage  is  gained  here  in  the  fact  that  the  patient 
can  feed  himself  in  the  usual  way,  but  there  are  certain  draw- 
backs. Cancer  of  the  pylorus  usually  extends  into  the  stomach, 
and  the  physiological  indication  is  to  keep  food  from  the 
stomach  altogether  and  give  it  and  the  disease  complete  rest ; 
this  cannot  be  done  in  Wolfler's  operation.  Operatively,  there 
is  the  risk  of  extravasation  of  stomach  and  bowel  contents,  as 
well  as  the  fact  that  the  small  intestine  being  brought  up  from 
below  the  transverse  colon  and  attached  to  the  stomach  forms 
a  narrow  channel  in  which  the  colon  is  confined  and  might  get 
constricted  or  obstructed.  To  obviate  this,  Courvoisier*  has 
suggested  reaching  the  intestine  through  the  meso-colon,  but 
against  that  is  the  possibility  of  gangrene  of  the  large  intes- 
tine by  cutting  off  its  blood-supply,  as  actually  occurred  in 
two  of  Czerny's  cases  of  pylorectomy.  Rydygier's  case,  how- 
ever, in  which  the  transverse  colon  was  imprisoned  between 
the  small  intestine  and  stomach,  suffered  no  inconvenience. 

Opening  of  the  duodenum — duodenostomy — has  been  pro- 
posed, but  I  believe  not  performed.  Nor  do  I  well  see  how 
it  could  be,  owing  to  the  fixed  condition  of  the  duodenum, 
apart  from  any  fixity  from  disease,  and  to  the  overhanging 
liver ;  whilst  an  opening  so  near  the  bile-duct  might,  I 
conceive,  give  rise  to  further  complication. 

Jejunostomy  has  the  drawback  of  an  external  opening ; 
but  it  is  probably  the  safer  for  it  (though  I  cannot  unfortu- 
nately infer  this  from  my  case) .  For  the  rest,  it  has  none  of 
the  risks  of  gastroenterostomy.  The  transverse  colon  and 
omentum  are  raised  toward  the  stomach,  but  in  no  way  im- 
prisoned in  a  channel ;  complete  physiological  rest  is  given 
to  all  the  diseased  structures. 

By  feeding  in  both  directions,  i.  e.  toward  and  from  the 
duodenum,  perfect  intestinal  digestion  can  be  carried  on,  and 
the  patient  be  as  well  nourished  as  through  the  stomach. 
The  rapid  improvement  in  my  patient's  condition,  as  well  as 
physiological  considerations,  show  this  to  be  the  case. 

*  Ibid.,  p.  64. 
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Though  no  full  opportunity  occurred  of  testing  the  likeli- 
hood of  regurgitation  of  the  food  through  the  opening,  yet  its 
complete  absence  in  my  case  would,  I  venture  to  think,  have 
continued,  seeing  that  the  food  is  delivered  into  a  winding 
tube  and  not  into  a  single  large  sac,  as  is  the  case  after 
gastrostomy. 

If  I  operated  again  with  the  set  purpose  of  performing 
jejunostomy,  I  can  see  that  a  vertical  incision  above  the 
umbilicus,  to  the  lowest  part  of  which  the  bowel  should  be 
attached,  would  be  best ;  whilst  to  obviate  any  possibility  of 
peritoneal  feeding  through  accident,  a  fine  silver  wire  suture 
cut  long  should  be  inserted  into  each  lip  of  the  opening  made 
into  the  bowel,  both  as  a  guide,  and  to  support  the  bowel 
during  the  passage  of  the  feeding  tube. 

Dr.  Careington  added  the  following  particulars  bearing 
upon  the  medical  aspect  of  the  case,  and  the  reasons  which 
had  induced  him  to  ask  the  assistance  of  Mr.  Golding-Bird  in 
its  treatment. 

The  patient  was  a  man  set.  46.  His  father  and  mother 
were  dead,  the  former  aged  fifty-one,  the  latter  sixty ;  he  had 
also  lost  two  brothers.  Nothing  was  known  as  to  the  respec- 
tive causes  of  death,  except  that  the  mother  had  died  of  "  heart 
disease."  He  had  had  no  previous  illnesses  bearing  upon  the 
case.  He  stated  that  ten  months  before  admission  he  began 
to  suffer  from  pain  in  the  chest  and  epigastrium.  Upon  this 
vomiting  had  quickly  supervened,  and  this  with  the  pain  had 
steadily  increased  in  intensity.  He  was  not  very  clear  as  to 
how  long  after  ingestion  of  food  the  vomiting  followed,  but 
whilst  in  the  hospital  there  was  no  very  direct  relation ;  some- 
times it  would  take  place  immediately  afterwards,  sometimes 
not  for  hours ;  towards  the  end,  however,  it  took  place  pretty 
definitely  every  evening.  There  had  never  been  any  haema- 
temesis. 

On  admission  a  swelling  the  size  of  a  hen's  egg  could  be 
made  out  a  little  to  the  right  of  the  median  line,  3  inches 
below  the  tip  of  the  ensiform  cartilage;  it  was  distinctly 
movable  and  obviously  descended  with  inspiration.  A 
tympanitic  area  was  made  out  between  it  and  the  liver.  There 
was  transmitted  pulsation  from  the  abdominal  aorta.  The 
outline  of  the  stomach  could  be  readily  made  out  in  the  upper 
part  of  the  abdomen,  and  there  was  a  moderate  amount  of 
gastric  dilatation.  With  regard  to  this  point  it  must  be 
stated  that  there  is  an  apparent  discrepancy  with  Mr.  Golding- 
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Bird's  account.  I  have,  however,  his  authority  for  stating  that 
what  he  intended  to  convey  was  that  there  was  no  such  great 
dilatation  as  would  have  had  any  important  bearing  upon 
surgical  procedure.  The  liver  dulness  was  quite  normal. 
There  was  no  evidence  of  secondary  disease  in  any  part  of 
the  body.  There  was  no  oedema  of  the  lower  extremities. 
The  physical  condition  of  the  abdomen  altered  somewhat  from 
time  to  time,  probably  on  account  of  the  varying  condition  of 
its  contents ;  at  times  the  tumour  was  not  discoverable,  as, 
indeed,  was  the  case  at  the  time  of  operation. 

The  patient  was  treated  with  the  remedies  usually  of  service 
in  such  conditions,  was  fed  with  milk,  beef  tea,  fluid  meat,  and 
the  like,  and  his  stomach  was  ultimately  washed  out  with  a 
saline  solution.  This  procedure  afforded  him  considerable 
relief,  but  his  condition  steadily  deteriorated.  His  pain 
became  great  and  he  vomited  pretty  constantly  every  evening. 
The  diagnosis  of  stricture  of  the  pylorus,  probably  cancerous, 
seemed  clear,  and  if  so,  a  painful  illness  of  no  great  duration, 
culminating  in  the  dreadful  ending  of  death  by  starvation, 
was  inevitable.  These  considerations,  in  addition  to  those  to 
be  enumerated,  led  me  to  seek  the  assistance  of  Mr.  Golding- 
Bird,  our  highest  hope  being  that  it  might  be  possible  to  remove 
the  disease,  and  if  not  that  operative  measures  might  at  least 
avert  the  usual  painful  event  of  this  most  distressing  disease. 
The  additional  points  which  seemed  to  justify  surgical  inter- 
ference were  the  following : 

1.  The  mobility  of  the  tumour.  This  was  most  marked, 
and  apparently  pointed  to  freedom  from  local  secondary 
disease. 

2.  The  absence  of  evidence  of  secondary  infection  of  other 
organs. 

3.  The  consideration  that  such  secondary  growths  are 
often  absent  in  pyloric  disease ;  which  fact  has  induced  many 
to  describe  a  simple  hypertrophy  of  the  pylorus. 

4.  Lastly,  the  condition  of  the  patient,  who  although  ill 
and  worn  with  pain  and  vomiting  was  by  no  means  greatly 
emaciated,  but,  on  the  contrary,  for  a  man  affected  by  pyloric 
cancer,  was  in  fair  condition. 
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XIV. — Aneurism  of  the  Ascending  and  Transverse 
portions  of  the  Arch  of  the  Aorta,  Pressure  on  the 
Trachea  and  Bronchi,  on  the  Left  Recurrent  and  {?) 
Left  Vagus.  Paresis  of  the  Crico-arytcenoidei  postici. 
By  F.  DE  Havilland  Hall,  M.D.  Bead  December  11, 
1885. 

THE  patient  whose  case  I  am  about  to  relate  was  a  barrister, 
set.  61.  On  the  evening  of  October  5,  1885,  I  was  asked 
by  Mr.  Morrant  Baker  to  see  the  patient  at  his  chambers.  We 
found  him  sitting  in  an  easy  chair,  bending  forwards  and  to 
the  left  side.  He  was  evidently  suffering  from  great  dyspnoea ; 
the  complexion  was  somewhat  livid.  He  had  a  brassy,  ringing 
cough  with  purulent  expectoration.  Though  the  dyspnoea 
was  marked  there  were  no  respiratory  excursions  of  the 
larynx.  The  breathing  was  somewhat  stridulous,  but  there 
was  no  difference  between  expiration  and  inspiration.  Voice 
quite  clear.  On  account  of  the  patient's  condition  the  laryn- 
goscopic  examination  was  not  quite  satisfactory,  but  enough 
was  seen  to  prove  that  the  dyspnoea  was  not  wholly  laryngeal. 
The  chest  was  universally  resonant,  except  that  across  the 
upper  part  of  the  sternum  I  thought  that  I  detected  some 
impairment  of  resonance.  Rhonchi  were  heard  all  over  the 
chest,  and  the  respiratory  murmur  was  stridulous.  The  heart- 
sounds  were  clear.  Pulse  120,  no  difference  to  be  detected  in 
the  two  radials.     Pupils  equal. 

The  patient  stated  that  he  had  consulted  Sir  Andrew  Clark 
on  two  or  three  occasions,  the  last  being  on  October  2,  and 
this  was  the  only  time  that  he  had  done  so  for  trouble 
connected  with  the  breathing,  his  previous  visits  being  on 
account  of  digestive  derangements.  The  patient  went  on  to 
say  that  Sir  Andrew  Clark  after  examining  him  had  sent  him 
to  Dr.  Felix  Semon  for  a  laryngoscopic  examination.  As  the 
patient  was  in  an  exhausted  condition  I  was  unable  to  get  any 
very  definite  particulars  as  to  the  onset  of  the  present  illness, 
but  I  gathered  that  he  had  only  noticed  shortness  of  breath 
on  exertion  during  the  last  two  or  three  months,  that  he  had 
been  getting  worse  the  last  month,  and  the  symptoms  seemed 
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to  have  reached  their  climax  after  the  fatigue  of  moving  to  a 
fresh  set  of  chambers  on  the  third  floor,  which  he  had  just 
accomplished.  I  ordered  him  three  grains  of  iodide  of 
potassium  with  aromatic  spirit  of  ammonia  and  spirit  of  ether, 
to  be  taken  every  four  hours. 

The  next  day  (October  6)  the  patient  said  that  he  had 
slept  better  than  he  had  done  for  the  last  two  or  three  nights. 
He  had  had  one  attack  of  suffocation  in  the  evening.  Breathing 
easier.  Says  that  he  lies  more  comfortably  on  the  left  side 
than  on  the  right,  and  that  when  he  turns  to  the  right  he 
begins  to  cough  and  his  breathing  becomes  troublesome. 
Pulse  84,  temp.  98*4°.  On  account  of  his  comparative  comfort 
I  was  able  to  make  a  satisfactory  examination  of  the  larynx, 
and  I  discovered  that  there  was  incomplete  paralysis  of  the 
crico-arytaenoidei  postici.  On  seeing  Dr.  Semon  later  in  the 
day  I  found  that  my  observation  corroborated  his  made  on 
October  2,  his  note  of  that  day  being,  "  On  deepest  possible 
inspiration  vocal  cords  hardly  separate  to  cadaveric  position. 
Abduction  equal  on  both  sides.  Larynx  otherwise  healthy." 
The  only  alteration  made  was  to  increase  the  iodide  to  five 
grains. 

On  October  7  I  found  that  the  patient's  condition  was 
much  worse ;  he  had  passed  a  restless  night,  getting  hardly 
any  sleep,  and  the  breathing  was  much  more  laboured.  Mind 
quite  clear. 

On  paying  an  early  visit  on  October  8  the  patient  was 
evidently  sinking,  countenance  ashy,  breathing  very  laboured, 
but  still  no  respiratory  excursion  of  larynx.  On  auscultation 
much  less  air  was  heard  entering  the  left  chest  than  the 
right.  He  found  so  much  relief  from  the  iodide  mixture  that 
he  begged  that  he  might  be  allowed  to  take  it  every  two 
hours. 

At  4.20  P.M.  he  died  quite  quietly. 

The  post-mortem  examination  was  made  next  morning  by 
Dr.  Hebb,  Pathologist  to  the  Westminster  Hospital,  in  the 
presence  of  Dr.  Semon  and  myself.     His  notes  are  as  follows  : 

Examination  of  the  thorax  disclosed  that  the  lower  halves 
of  the  posterior  lobes  of  the  lungs  were  in  the  condition  of 
pneumonic  consolidation.  On  the  right  side  the  lung  was 
grey  in  colour;  on  the  left  red.  The  pleural  surface  over 
against  the  areas  of  consolidation  was  covered  by  a  thin  layer 
of  yellowish  lymph. 

The  heart,  if  anything,  was  somewhat  enlarged.  The 
valves  were  quite  normal  in  appearance. 
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The  thoracic  aorta  was  throughout  in  an  advanced  condi- 
tion of  chronic  arteritis.  Along  its  course  were  two  aneurisms. 
The  first  was  situated  at  the  posterior  aspect  of  the  ascending 
and  transverse  portions  of  the  arch^  from  which  it  forms  a 
globular  bulging  about  the  size  of  an  orange.  Internally 
(with  the  exception  of  its  front  wall,  i.  e.  the  aorta  itself,  and 
therefore  not  strictly  entering  into  the  formation  of  the  aneu- 
rism) it  was  lined  by  thick  layers  of  laminated  fibrin. 

In  consequence  of  its  size  and  its  position  the  tumour 
pressed  to  some  extent  on  the  extremity  of  the  trachea  and 
on  the  right  and  left  bronchi.  But  its  greatest  effect  was 
exerted  on  the  left  recurrent  laryngeal  nerve,  which  was 
flattened  out  as  it  passed  beneath  the  bulged-out  portion  of 
the  arch. 

(It  was  extremely  possible  also  that  the  trunk  of  the 
vagus  at  or  near  the  point  where  the  recurrent  is  given  off 
may  have  been  interfered  with  by  the  aneurism.) 

That  part  of  the  recurrent  lying  between  the  larynx  and 
the  arch  was  not  only  not  atrophied,  but  seemed  even  thicker 
than  usual.  The  second  aneurism  was  situated  to  the  front 
and  right  of  the  aorta  just  above  the  diaphragm.  It  was 
fusiform  in  shape  and  about  two  inches  in  length. 

Inspection  of  the  larynx  showed  the  cords  to  be  nearer 
the  middle  line  than  the  usual  cadaveric  position.  The  crico- 
arytsenoidei  postici  muscles  were  of  good  colour,  and  there 
was  no  apparent  difference  between  them  in  size.  There  was 
nothing  noteworthy  in  the  rest  of  the  viscera. 

Microscopical  examination  of  the  crico-aryteenoidei  postici 
was  made  the  same  day  from  preparations  unstained  and 
stained  with  osmic  acid.  The  striation  of  these  muscles  was 
found  to  be  well  marked  and  well  defined. 

Immediately  beneath  the  sarcolemma  were  numerous 
aggregations,  sometimes  arranged  in  long  lines,  sometimes 
massed  together,  of  yellow  granular  matter.  This  material  is 
probably  pigmentary  in  nature.  Both  muscles  are  affected 
apparently  to  an  equal  extent. 

The  brief  notes  of  the  case  which  I  have  laid  before  you 
may  perhaps  convey  to  your  minds  some  of  the  diflBculties 
presented  in  the  diagnosis  of  this  case.  That  there  were  at 
least  two  factors  to  account  for  the  dyspnoea  seemed  obvious, 
as  the  amount  of  laryngeal  obstruction  due  to  the  paresis  of 
the  abductors  was  insufficient  to  explain  the  great  shortness 
of  breath.  Moreover  the  absence  of  respiratory  excursions* 
*  Gerhardt,  Lehrbuch  der  AuscuUat,  Tubingen,  1871. 
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of  tlie  larynx  pointed  to  the  chief  impediment  being  below  the 
glottis.  Again,  as  Dr.  Semon  pointed  out  in  a  paper  read 
before  the  Society  on  April  12,  1878,  it  is  the  "  coincidence 
of  unimpaired  voice  with  strong  inspiratory  dyspnoea  and  free 
expiration"  which  forms  the  characteristic  feature  of  laryn- 
geal stenosis  due  to  paralysis  of  the  crico-arytaenoidei  postici, 
whereas  in  the  case  under  consideration  expiration  was  equally 
stridulous  with  inspiration.* 

Having  made  up  one's  mind  that  there  must  be  some 
cause  capable  of  producing  both  pressure  on  the  trachea  and 
also  on  both  the  recurrent  laryngeal  nerves,  or  on  the  trunk 
of  one  vagus,  in  the  manner  suggested  by  Dr.  George 
Johnson,  the  next  task  was  to  arrive  at  a  diagnosis  as  to  the 
nature  of  the  pressure.  Aneurism  of  the  arch  of  the  aorta 
immediately  suggested  itself  as  the  most  probable  explana- 
tion, but  the  absence  of  any  definite  physical  signs  led  Sir 
Andrew  Clark,  Dr.  Semon,  and  myself  quite  independently  to 
arrive  at  the  same  conclusion,  viz.  that  the  pressure  was  pro- 
bably due  to  some  growth  and  was  not  aneurismal.  As  the 
post-mortem  examination  showed,  this  view  was  erroneous,  but 
the  fact  of  the  aneurism  being  confined  to  the  posterior 
surface  of  the  arch  accounted  for  the  entire  absence  of 
physical  signs.  In  another  case  of  aneurism  of  the  arch 
similarly  seated  which  I  had  under  observation  for  some 
months  there  was  an  equal  absence  of  physical  signs,  though 
the  case  was  diagnosed  as  intrathoracic  aneurism,  the  disco- 
very of  the  cadaveric  position  of  the  left  vocal  cord  giving  the 
first  hint  as  to  the  nature  of  the  malady.  These  two  cases  are 
not  the  only  ones  in  which  I  have  had  the  opportunity  of 
noticing  the  absence  of  the  usual  physical  signs  of  intra- 
thoracic aneurism  when  the  sac  is  seated  on  the  posterior 
aspect  of  the  arch.  Dr.  Walshe  forcibly  remarks  that  "  the 
absence  of  symptoms  and  signs  indicative  of  ordinary  affec- 
tions of  the  heart  and  lungs,  in  an  individual  suffering  from 
persistent  anomalous  disturbances  within  the  chest,  even 
though  he  does  not,  or  rather  because  he  does  not,  exhibit  any 
failure  of  general  health,  affords  strong  motive  for  suspecting 
aneurism."  Of  course  we  suspected  aneurism  in  the  case 
under  consideration,  but  the  difficulty  was  to  demonstate  its 
presence. 

It  should,   however,  be   always  borne  in  mind  that  the 

*  Since  writing  the  above  Dr.  Semon  has  called  my  attention  to  a  case  of 
syphilitic  ulceration  of  the  trachea  in  which  he  observed  inspiratory  stridor  with 
free  expiration  and  unimpaired  voice. 
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direction  most  commonly  taken  by  aneurisms  of  the  transverse 
part  of  the  arch  is  directly  backward ;  thus  in  twenty-nine 
cases  of  such  aneurisms  collected  by  Dr.  Oswald  Browne* 
from  the  post-mortem  records  of  St.  Bartholomew's,  in  eleven 
cases  there  occurred  a  greater  or  less  degree  of  pressure  upon 
the  trachea. 

The  three  causes  described  by  Dr.  Douglas  Powellt  as 
concerned  in  the  mechanism  of  dyspnoea  probably  all  par- 
ticipated in  this  case.  First,  there  was  undoubted  paresis  of 
the  abductors  of  the  cords ;  second,  though  the  post-mortem 
did  not  show  any  very  distinct  bulging  inwards  of  the 
trachea,  the  aorta  and  sac  being  emptied  of  blood,  yet  I  can 
readily  believe  that  during  life  when  these  parts  were  dis- 
tended with  blood,  considerable  pressure  was  exerted  on  the 
trachea,  and  that  this  narrowing  led  to  accumulation  at  the 
line  of  stricture  of  the  tough  mucus,  which  so  bothered 
the  patient,  and  thus  increased  the  dyspnoea.  This  would 
account  for  the  great  relief  the  patient  experienced  for  a 
time  after  he  had  got  rid  of  the  mucus.  Dr.  BristoweJ  pointed 
out  some  years  ago  that  this  difficulty  in  dislodging  the  mucus 
arose  in  consequence  of  the  mechanical  impediment  existing 
to  the  performance  of  an  effective  cough. 

Third,  Gairdner§  states  that  paroxysms  of  dyspnoea, 
closely  resembling  those  of  asthma,  may  be  occasioned  by 
compression  of  the  small  branches  of  the  pneumogastric 
forming  one  of  the  pulmonary  plexuses. 

The  present  case  is  another  instance  of  the  law  first 
enunciated  by  Dr.  Semonjl  of  the  "proclivity  of  the  abductor 
fibres  of  the  recurrent  laryngeal  nerve  to  become  affected 
sooner  than  the  adductor  fibres,  or  even  exclusively  in  cases 
of  undoubted  central  or  peripheral  injury  or  disease  of  the 
roots  or  trunks  of  the  pneumogastric,  spinal  accessory,  or 
recurrent  nerves." 

If  I  am  right  in  my  opinion  that  there  was  pressure  on  the 
left  vagus,  and  that  the  affection  of  the  right  abductor  was 
due  to  this,  the  case  under  consideration  also  illustrates  Dr. 
George  Johnson's^  theory,  viz.  that  centripetal  irritation  of  the 
trunk  of  the  vagus  acts  on  the  nervous  centre,  and  through  it 

*  "  Aneurisms  of  the  Aorta,"  an  exercise  for  an  act  for  the  degree  of  M.B. 
in  the  University  of  Cambridge. 

t  Reynolds's  System  of  Medicine,  vol.  v,  p.  32. 

X  St.  Thomas's  Hospital  Reports,  1872,  p.  210. 

§  Clinical  Medicine,  p.  486. 

II  Archives  of  Laryngology,  vol.  ii,  p.  197. 

\  Med.-Chir.  Trans.,  vol.  Iviii,  p.  32. 
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upon  the  nerve  supply  to  the  laryngeal  muscles  on  the  opposite 
side. 

As  regards  the  state  of  the  lungs  to  which  Dr.  Hebb 
applies  the  term  pneumonic  consolidation,  this  may  be 
regarded,  I  think,  chiefly  as  the  result  of  the  laboured  and 
difficult  respiration.  When  there  is  an  obstacle  to  the  entrance 
of  air  into  the  chest,  during  the  time  that  the  thorax  is  dis- 
tended, the  pressure  of  the  air  within  the  lungs  is  abnormally 
low,  in  consequence  of  which  there  is  an  increased  afflux  of 
blood ;  this  gives  rise  to  pulmonary  oedema  and  even  the  exuda- 
tion of  blood.*  But  that  this  is  not  the  whole  explanation, 
and  that  there  must  have  been  an  inflammatory  element  in  the 
case,  is  proved  by  the  existence  of  recent  pleuritis.  During 
life,  however,  there  were  no  evidences  of  pneumonia. 

In  turning  our  attention  to  the  treatment  of  these  cases  of 
mixed  obstruction  to  the  respiration  we  are  confronted  at  the 
outset  with  the  question.  Is  tracheotomy  necessary  or  even 
justifiable?  Dr.  Begbie'sf  remarks  on  a  case  of  aneurism  of 
the  arch  of  the  aorta,  and  compressing  the  trachea,  right 
bronchus  and  left  pneumogastric  and  recurrent,  are  so  apposite 
to  the  case  I  have  brought  before  you  that  I  cannot  refrain  from 
quoting  them  : — "  Accepting  the  division  of  aortic  aneurisms 
with  reference  to  the  performance  of  tracheotomy  into  three 
classes  ;  first,  aneurisms  directly  compressing  the  air  passage  ; 
second,  aneurisms  exciting  laryngeal  dyspnoea  by  pressure,  or 
other  interference  with  the  recurrent  nerves ;  third,  in  which 
both  conditions  existed,  the  case  I  have  detailed  belonged 
to  the  third  class ;  and  partaking  as  it  did  of  the  nature  of 
both  of  the  others,  the  question  as  to  the  performance  of 
tracheotomy  in  it  must  be  judged  by  a  consideration  of  all 
the  circumstances  connected  with  it.  Had  the  direct  pressure 
on  the  trachea  been  more  marked  than  it  was  I  am  inclined 
to  think  that  I  should  not  have  counselled  operating ;  but 
while,  no  doubt,  a  certain  amount  of  the  dyspnoea  resulted 
from  it,  I  felt  sure  the  greater  part,  paroxysmal  in  character, 
was  the  consequence  of  other  interference.  It  was  on  that 
account  the  operation  appeared  to  me  expedient  as  a  '  dernier 
ressort,'  and  we  have  this  consolation,  that  it  changed  into  a 
quiet  death  what  would  otherwise,  in  all  probability,  have 
been  attended  by  great  suffering."  This,  though  written  in 
the  pre-laryngoscopic  days,  holds  good  at  the  present  time. 
The  difficulty  of  estimating  how  much  of  the  interference  with 

*  Landois'  Physiology,  p.  819. 

t  Edinburgh  Medical  Journal,  vol.  iii,  p.  608. 
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respiration  is  due  to  direct  pressure  on  the  trachea,  and  how 
much  to  pressure  on  the  nerves  causing  obstruction  at  the 
larynx,  though  greatly  diminished  by  the  power  we  have  of 
inspecting  the  interior  of  the  larynx,  is  not  altogether  removed. 

Dr.  Gairdner's*  advice  also  coincides  with  that  of  Dr. 
Begbie,  for  in  speaking  of  tracheotomy  in  cases  of  aortic 
aneurism,  he  says,  ''  In  a  clearly  ascertained  case  of  aortic 
aneurism,  such  a  proceeding  could  of  course  only  be  proposed 
as  a  temporary  relief  from  immediate  and  pressing  danger ; 
and  even  in  this  point  of  view  it  could  only  be  prudently 
recommended  after  careful  examination  had  ascertained  the 
freedom  of  the  lung  and  of  the  air  tubes  from  any  considera- 
ble pressure ;  but  under  these  circumstances  I  should  certainly 
not  hesitate  in  offering  to  the  patient  the  benefit,  even  though 
temporary,  which  this  operation  is  calculated  to  afford.  Much 
less  would  I  feel  justified  in  withholding  it,  on  the  ground  of 
the  uncertainty  of  diagnosis,  in  cases  like  the  present,  where 
an  obvious  laryngeal  spasm  exists,  the  source  of  which  cannot 
be  discovered,  but  which  is  unconnected  with  any  other 
ascertainable  affection  of  the  respiratory  passages." 

Looking  back  on  the  case  with  the  light  of  the  post- 
mortem examination,  I  cannot  help  feeling  that  it  is  possible 
that  if  tracheotomy  had  been  performed  early  in  the  case, 
life  might  have  been  prolonged,  and  I  think  that  in  similar 
circumstances  in  the  future  I  should  be  prepared  to  advise 
the  operation,  after  having  pointed  out  to  the  patient  or 
relatives  the  amount  of  relief  to  be  expected. 

That  in  this  case  nothing  more  than  a  mere  prolongation 
of  life  could  have  been  effected  was  clear  from  the  amount  of 
pressure  the  aneurism  was  beginning  to  exert  on  neighbour- 
ing parts. 

Dr.  Haydent  records  a  case  in  which  there  was  orthopnoea, 
stridor,  and  paroxysmal  dyspnoea  from  spasm  of  the  glottis. 
Laryngotomy  was  performed  with  complete  relief  from  all  the 
urgent  symptoms.  Death  took  place  more  than  a  month 
subsequently  from  pneumonia.  The  autopsy  showed  the 
presence  of  an  aneurism  arising  from  the  posterior  wall  of  the 
transverse  portion  of  the  arch  of  the  aorta  and  pressing  upon 
the  trachea. 

There  is  only  one  other  point  to  which  I  would  direct 
attention,  that  is  the  relief  afforded  by  iodide  of  potassium. 
Whatever  explanation  may  be  given  as  to  the  mode  of  action 

*  Loc.  cit.,  p.  469. 

f  Diseases  of  the  Meart  and  the  Aorta,  p.  1173. 
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of  this  drug  the  fact  remains  that,  as  a  rule,  patients  who  are 
suffering  from  aneurism  derive  great  temporary  benefit  from 
its  administration,  and  I  would  agree  with  Dr.  Byrom  Bram- 
well,  who,  in  a  paper  read  before  the  Medico-Chirurgical 
Society  of  Edinburgh,*  says,  "I  believe  we  may  in  many 
doubtful  cases  differentiate  aneurism  and  solid  tumour  by 
observing  the  effects  produced  by  this  drug.  In  cases  of 
aneurism  there  is  generally  marked  improvement,  in  cases  of 
tumour,  lympho-sarcomata,  and  carcinomata  the  effect,  so  far  as 
my  experience  goes,  is  nil." 

The  three  points  to  which  I  would  particularly  like  to 
direct  attention  are  (1)  the  difficulty  in  some  cases  of  diagnos- 
ticating aneurism  of  the  transverse  part  of  the  arch ;  (2)  the 
causes  of  dyspnoea  in  these  cases ;  and  (3)  the  advisability  of 
tracheotomy. 

*  January  14,  1878. 
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XY. — A  Case  of  Suppuration  around  the  Vermdform 
Appendix  treated  by  Abdominal  Incision.  By  Thomas 
Barlow,  M.D.,  and  Rickman  J.  Godleb,  M.S.  Bead 
December  11,  1885. 

THE  subject  of  this  paper  is  a  strong  young  man,  set.  20. 
He  practically  had  no  illness  until  two  years  ago,  when 
he  suffered  from  diarrhoea ;  and  four  months  later  he  says 
that  he  had  pleurisy,  but  he  cannot  remember  which  side 
was  affected.  During  the  last  two  years  he  has  had  several 
attacks  of  diarrhoea  accompanied  by  vomiting  and  griping 
pains  in  the  belly.  Twelve  months  ago  he  is  said  to  have  had 
rheumatic  fever.  He  has  never  had  typhoid  and  he  has  not 
been  the  subject  of  habitual  constipation.  He  is  a  teetotaler. 
On  Saturday,  September  12,  1885,  he  was  in  his  usual 
health.  The  following  day  he  was  apparently  well  in  the 
morning ;  he  took  a  walk,  and  made  his  dinner  at  2  p.m.  of 
mutton,  beans,  and  potatoes,  and  some  custard ;  but  he  did 
not  eat  it  with  his  usual  relish.  After  dinner  he  lay  down  for 
a  time,  but  did  not  complain  of  any  pain.  He  took  very  little 
for  tea  and  then  lay  down  again,  and  he  ate  no  supper  (a  very 
unusual  thing  with  him).  At  10  p.m.  he  went  to  bed,  and  an 
hour  later,  his  cousin,  a  lad  of  1 7,  who  slept  with  him,  noticed 
him  twisting  about  and  moaning.  At  3  a.m.  on  the  14th,  he 
vomited  some  slimy  material  and  he  was  then  taken  to  a 
hospital,  where  a  draught,  two  pills  and  an  enema  were 
prescribed.  He  remained  there  till  noon  of  that  day,  when, 
feeling  better,  he  went  home  and  lay  down,  but  was  not  sick. 
At  8.30  P.M.  he  was  worse,  complaining  of  pain  of  a  sharp, 
sticking  character,  principally  in  the  right  iliac  region.  At  9 
P.M.  he  had  some  lemonade,  and  at  10.30  p.m.,  when  he  was 
seen  by  Dr.  Thomas  Sayer,  he  was  sitting  up  but  was  in  great 
pain.  During  the  day  he  vomited  frequently,  the  vomited 
matter  being  green,  and  the  pain  in  the  abdomen  continued. 
He  got  up  at  10  a.m.  on  the  15th  and  afterwards  was  brought 
to  University  College  Hospital. 

On  admission  at  1  p.m.  his  temperature  was  102*4° ;  he  was 
complaining  of  great  pain  in  the  abdomen  and  of  absolute 
constipation.     He  was  constantly  vomiting  large  quantities  of 
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thick  mucus  and  bilious  material.  At  3  p.m.  his  condition  was 
as  follows.  The  temperature  was  102°,  the  pulse  about  90  in 
the  minute,  full  and  soft.  The  tongue  was  dry  and  brownish 
in  the  centre,  but  moist  at  the  edges.  He  was  in  no  sense  of 
the  word  collapsed,  and  his  lips  were  of  a  good  red  colour. 
He  lay  on  his  back  with  the  legs  extended,  but  complained  of 
great  pain  at  the  lower  part  of  the  belly,  which  made  him 
constantly  groan.  The  pain  seemed  to  be  most  acute  on  the 
left  side,  as  he  always,  when  asked  to  indicate  the  place, 
pointed  first  to  the  left  iliac  region  and  drew  his  hand  across 
to  the  right  side.  The  abdomen  was  uniformly,  though  slightly, 
distended,  and  everywhere  tender;  and  it  gave  a  tubular 
percussion  note  below  the  umbilicus.  No  friction  was  heard 
anywhere,  and  there  was  no  visible  peristalsis  and  no  audible 
borborygmus.  The  superficial  veins  were  plainly  visible,  but 
perhaps  not  more  so  than  normal,  and  there  was  a  distinct 
though  slight  patch  of  redness  (which  could  have  been  covered 
with  half  a  crown),  but  no  oedema,  over  the  right  iliac  fossa 
immediately  above  Poupart's  ligament.  He  insisted  that  this 
was  owing  to  the  pressure  of  some  tool  used  in  his  work,  which 
was  that  of  a  sieve-maker.  The  breathing  was  mostly  thoracic, 
and  nothing  was  heard  at  the  bases  of  the  lungs.  A  rectal 
examination  revealed  nothing. 

He  was  ordered.  Extract.  Opii,  gr.  ss,  every  three  hours ; 
some  iced  beef  tea  and  some  Brand's  essence,  but  no  milk  or 
solid  food. 

During  the  afternoon  the  temperature  gradually  fell, 
reaching  normal  about  11  p.m.  The  vomiting,  which  in  the 
afternoon  had  subsided,  returned  in  the  evening,  and  was  of 
a  bilious,  and  not  a  stercoraceous  character.  He  passed  ten 
ounces  of  urine  during  the  night,  which  was  not  examined ; 
that  passed  on  the  morning  of  the  16th  had  a  specific  gravity 
of  1 034  and  contained  a  trace  of  albumen,  but  no  sugar  and 
no  casts. 

Throughout  the  morning  of  the  16th  the  condition 
remained  about  the  same ;  the  temperature  was  normal,  and 
the  pulse  96.  The  vomiting  was  in  abeyance,  but  the  pain, 
notwithstanding  the  opium,  was  very  great  and  the  constipa- 
tion absolute,  not  even  flatus  passing. 

The  diagnosis  seemed  to  lie  between  some  form  of  obstruc- 
tion high  up,  such  as  constriction  by  a  band,  and  acute  peri- 
tonitis. In  favour  of  the  former  hypothesis  was  :  1st,  the 
history  at  first  given  of  a  sudden  onset,  which  was  not,  how- 
ever completely  substantiated  by  further  inquiry ;  2nd,  the 
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early  vomiting  and  the  absolute  constipation  ;  3rd,  the  scanty- 
secretion  of  urine;  and  4th,  the  tight,  but  not  greatly  dis- 
tended abdomen.  In  favour  of  the  presence  of  peritonitis, 
was  1st,  the  absolute  absence  of  peristalsis;  2nd,  the 
character  of  the  vomit ;  3rd,  the  universal  tenderness ;  4th, 
the  severe  pain,  though  this  was  consistent  with  the  presence 
of  some  mechanical  obstruction. 

The  extreme  frequency  of  mischief  about  the  appendix  as 
a  cause  of  peritonitis  was  considered ;  and  in  favour  of  this 
was  the  existence  of  the  small  area  of  redness  referred  to, 
which  should,  no  doubt,  have  received  more  attention. 
Against  it  was  the  absence  of  any  local  swelling,  though  this 
could  not  be  accurately  ascertained  owing  to  the  tightness  of 
the  abdomen,  and  also  the  absence  of  any  drawing  up  of  the 
leg  or  of  pain  distinctly  localised  to  the  right  iliac  fossa  or 
shooting  down  the  thigh. 

In  the  state  of  doubt  as  to  the  diagnosis,  and  the  absence 
of  any  immediate  urgency,  it  was  decided  to  wait  for  some 
hours.  He  was  accordingly  given  more  opium  and  an  ice-bag 
was  applied  to  the  belly ;  but  as  at  10.30  p.m.  the  voniiting 
had  returned  and  the  pain  and  anxiety  of  the  patient  had  very 
much  increased  (the  temperature  being  again  over  100°),  it 
was  decided  to  make  an  exploratory  incision,  it  being  thought 
that  although  the  condition  was  not  absolutely  desperate,  it 
was,  to  say  the  least,  a  very  grave  one,  and  offered  no  sign  of 
any  improvement. 

The  operation  then  was  undertaken,  on  the  understanding 
that  we  should  almost  certainly  find  peritonitis,  that  it  was 
possible  that  there  might  be  a  constricting  band,  but  that 
mischief  about  the  caecum  was  most  to  be  expected.  Ether 
was  accordingly  administered  and  eight  ounces  of  urine  were 
drawn  off  with  the  catheter.  An  incision  2^  inches  long  was 
then  made,  in  the  median  line  below  the  umbilicus,  through 
the  abdominal  wall.  The  great  omentum  was  first  exposed, 
and  it  was  found  to  be  bound  down  to  the  right  side.  On 
raising  it  from  the  small  intestines,  these  were  found  to  be 
intensely  injected,  though  not  adherent  to  one  another.  So 
intense  indeed  was  the  hypersemia  that  the  peritoneum  bled 
as  the  finger  passed  over  it.  As  no  cause  for  the  peritonitis 
was  found  beneath  the  opening,  the  finger  was  at  once  passed 
down  to  the  right  iliac  fossa,  when  it  met  with  recent  adhesions 
binding  the  coils  to  one  another.  These  adhesions  were 
easily  broken  down,  and  during  the  process  some  very  offen- 
sive, thin,  flaky  pus  escaped  into  the  incision  from  the  region 
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of  the  caecum.  The  abdominal  wall  over  the  right  iliac  fossa 
was  therefore  made  to  project  by  introducing  the  finger  into 
this  region  from  the  wound,  and  an  incision  an  inch  long  was 
made,  through  which  it  was  easy  to  explore  the  iliac  fossa. 
It  was  then  found  that  the  stinking  pus  came  from  the  neigh- 
bourhood of  the  vermiform  appendix,  which  could  be  felt 
throughout  its  course  to  be  much  thickened,  but  no  concretion 
was  discovered  nor  could  any  perforation  be  actually  made 
out,  and  no  faeces  escaped.  In  order  to  purify  those  parts  of 
the  abdominal  cavity  which  had  been  soiled  by  the  stinking 
pus,  pieces  of  sponge  soaked  in  a  solution  of  corrosive  sublimate 
(1  to  500)  were  introduced  with  dressing  forceps  and  freely 
passed  in  every  direction,  and  the  same  treatment  was  applied 
to  the  iliac  fossa.  A  large  drainage-tube  was  then  introduced 
through  the  second  opening,  well  down  to  the  vermiform 
appendix  and  a  smaller  one  into  the  median  incision,  which, 
except  for  the  opening  which  this  occupied,  was  sewn  up  as 
after  ovariotomy.  A  carbolic  acid  gauze  dressing  was  applied. 
The  patient  was  a  good  deal  collapsed  after  the  operation ;  he 
passed  a  little  water  spontaneously.  His  pulse  was  108.  He 
was  given  j  gr.  morphia,  and  slept  till  5  a.m.  on  the  17th.  At  9 
A.M.  he  had  j  gr.  of  morphia  subcutaneously  and  by  this  time 
he  had  recovered  from  the  collapse.  His  pulse  was  108,  but 
much  harder  than  the  day  before  and  of  smaller  volume.  He 
complained  of  pain  and  tenderness  over  the  abdomen,  but  had 
not  vomited  since  the  operation.  He  was  given  three  ounces 
of  peptonized  gruel  by  the  rectum,  every  three  hours  after  the 
operation,  till  this  morning,  when  nutrient  suppositories  were 
substituted. 

The  sequel  of  the  case  may  be  thus  summarized. 

The  wounds  both  healed  kindly;  the  discharge  from 
them  differed  in  character,  that  from  the  lateral  one  being 
distinctly  purulent  and  becoming  offensive,  if  the  dressings 
were  not  frequently  changed  ;  that  from  the  other  being  thinner 
and  almost  free  from  smell.  As  it  was  at  no  time  great  it  was 
easy  to  keep  the  discharge  of  the  two  wounds  separate.  The 
stitches,  which  at  first  were  tight,  soon  became  loose  from  the 
collapse  of  the  abdomen;  they  were  removed  on  the  24th. 
Both  wounds  were  superficial  by  October  8  and  were  com- 
pletely closed  about  October  25. 

The  temperature  was  101°,  the  morning  after  the  operation, 
and  reached  99*8°  on  the  following  day,  and  on  two  occasions 
afterwards;  with  these  exceptions  it  was  normal. 

The  pulse  was  108  the  day  after  the  operation;  the  next 
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day  it  was  84,  and  had  regained  its  full  and  bounding  charac- 
ter, and  except  that  is  became  rather  weaker,  it  continued  so 
from  that  time. 

The  distension  of  the  abdomen  soon  passed  off  as  did  the 
pain  and  tenderness.  There  was  a  slight  return  of  pain  when 
he  began  to  take  food,  apparently  depending  upon  particular 
articles  of  diet.  It  is  doubtful  when  flatus  was  first  passed. 
The  bowels  were  first  opened  on  the  29th  (thirteen  days  after 
the  operation),  and  then  very  copiously  as  the  result  of  an 
enema.  He  had  no  sickness  from  the  time  of  the  opera- 
tion. 

There  was  retention  of  urine  for  some  days.  It  contained 
a  trace  of  albumen  till  the  third  day  after  the  operation,  but 
none  afterwards. 

He  was  given  no  drugs  except  morphia  subcutaneously  as 
under  : 

September  16. — Gr.  ^11  p.m. 

September  17. — Gr.  {  9  a.m.  ;  gr.  J  12  noon;  gr.  \  5.30p.m.; 
gr.  i  10.30  P.M. 

September  18.— Gr.  i  10  a.m.;  gr.  \  11.30  p.m. 

And  again  on  October  9,  gr.  ^  for  some  slight  colic- 
He  had  no  stimulant  at  any  time. 

He  had  no  solid  food  till  October  20  (thirty-four  days  after 
the  operation),  when  he  was  given  some  minced  meat. 

On  September  1 7  he  had  nothing  by  the  mouth  and  was 
fed  with  the  nutrient  suppositories. 

On  the  18th  he  was  put  on  the  following  diet :  Suppository 
every  three  hours,  a  warm  water  enema  (f  pint)  every  sixth 
hour,  i.  e.  one  hour  before  every  other  suppository  ;  1  pint  of 
barley  water  during  the  day.  A  lemon  and  some  ice  to 
moisten  the  tongue,  which  became  excessively  dry  and  red  and 
even  cracked.  To  be  allowed  to  chew  an  underdone  chop  and 
to  swallow  the  juice  but  not  the  solid  parts. 

The  tongue  became  moist  three  days  after  the  operation. 
The  water  enemata,  which  were  evidently  completely  absorbed, 
were  discontinued  about  September  22,  as  no  more  complaint 
of  thirst  was  made. 

On  October  6  (twenty  days  after  the  operation)  he  was 
allowed  some  beef  tea  and  arrowroot,  as  the  bowels  were  then 
acting  regularly,  and  about  this  time  the  nutrient  suppositories 
were  discontinued. 

On  September  21st  a  swelling  occurred  in  the  right 
parotid  gland.  This  was  never  great,  and  caused  but  little 
pain  and  no  rise  of  temperature,  and  subsided  in  a  few  days. 
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On  October  27  he  left  the  hospital  well^  and  has  continued 
so  ever  since. 

The  points  of  interest  in  this  case  are — 

1st.  As  to  the  diagnosis,  to  which  reference  has  already- 
been  made.  It  seems  worth  emphasising  that  peritonitis  per 
se,  ought  always  to  be  considered  as  one  of  the  possible  causes 
of  intestinal  obstruction,  and  that  the  complete  absence  of 
visible  peristalsis  is  an  important  indication  of  its  presence. 

In  view  of  recent  assertions  with  regard  to  the  presence 
of  albuminuria  as  a  diagnostic  feature  in  acute  strangulation 
we  would  draw  attention  to  its  presence  for  a  short  period  in 
this  case. 

As  to  the  actual  condition  of  the  appendix,  our  knowledge 
is  limited.  We  know  that  it  was  thickened  and  surrounded 
with  fetid  pus,  but  we  were  not  able  to  ascertain  the  exis- 
tence of  any  perforation  as  no  faeces  or  foreign  body  were 
found,  and  beyond  this  it  seems  hardly  worth  while  to  specu- 
late ;  there  is  no  doubt  that  it  was  the  seat  of  the  mischief. 

2nd.  As  to  treatment,  it  is  clear  that,  by  giving  exit  to  a 
small  quantity  of  putrid  material,  the  urgent  symptoms  were 
at  once  cut  short  and  the  patient  was  rescued  from  a  state  of 
very  imminent  danger.  It  might  of  course  have  happened 
that  the  pus  should  have  remained  localised,  and  have  pointed 
in  the  iliac  fossa  or  have  discharged  itself  into  the  bowel; 
but  it  is  quite  as  likely  that  a  general  septic  peritonitis  would 
have  followed,  if  nothing  had  been  done.  We  believe  also 
that  the  early  incision  has  saved  the  patient  from  the  exten- 
sive matting  together  of  the  intestines  that  would  otherwise 
in  all  probability  have  occurred,  if  he  had  recovered  without 
operative  interference,  or  if  this  had  been  longer  delayed. 

It  is  interesting  that  so  strong  a  solution  of  bichloride  of 
mercury  as  1  to  500  should  have  done  no  harm  to  the  peri- 
toneum ;  while  it  can  hardly  be  doubted  that  it  was  efficient 
to  purify  the  parts  which  had  been  inoculated  with  the  septic 
materials  from  the  abscess.  These  are  facts  that  must 
encourage  us  in  dealing  freely  with  the  peritoneum  under 
similar  circumstances. 

No  stress  is  laid  upon  the  kind  of  dressing  employed.  It 
is  probable  that  the  case  would  have  done  equally  well  if 
other  external  applications  had  been  used ;  but  it  is  on  the 
other  hand  possible  that  even  though  some  organisms  may  be 
present  in  a  wound  the  introduction  of  others  perhaps  more 
noxious  may  be  prevented  by  the  use  of  some  form  of  anti- 


94       Dr.  Barlow  and  Mr.  Godlee's  Case  of  Peritonitis. 

septic  dressing ;  and  in  this  case  the  gauze  was  perhaps  the 
most  convenient  to  employ. 

With  respect  to  the  diet,  it  may  be  thought  that  we  were 
over-cautious  in  delaying  the  administration  of  food  by  the 
stomach  for  so  long  a  time;  but  to  this  it  may  be  replied 
that,  while  the  patient  was  contented,  the  nutrition  was  fairly 
maintained  and  the  abdomen  remained  perfectly  quiescent, 
and  this  probably  contributed  to  the  excellent  recovery. 

3rd.  The  occurrence  of  the  parotid  swelling,  though  quite 
familiar  in  similar  conditions,  is  also  worthy  of  notice.  This 
disorder  is  so  frequent  in  abdominal  cases  that  one  cannot 
doubt  that  it  has  some  special  relation  to  diseased  states  of 
the  peritoneum,  though  what  this  connection  is  we  are  at 
present  quite  unable  to  surmise.  In  ordinary  blood-poisoning 
we  are  apt  to  look  at  the  presence  of  a  parotid  bubo  as  one 
of  the  gravest  possible  symptoms,  and  it  is  a  serious  compli- 
cation when  it  shows  itself  in  the  course  of  the  acute  specific 
fevers ;  but  it  appears  to  be  of  less  significance  when  it  occurs 
in  connection  with  peritoneal  affections. 
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XYI. — A  Case  of  Prostatitis  accompanied  by  the 
Discharge  of  Hyaline  Casts.  By  Sir  Andrew  Clark, 
Bart.,  M.D.     Bead  January  8,  1886. 

ON  May  1,  1879,  A.B.,  a  medical  man  in  active  practice, 
fet,  38,  married,  the  father  of  several  healthy  children, 
and  in  the  enjoyment  of  average  health,  was  suddenly  seized 
with  frequently  recurring  slight  rigors  followed  by  pains 
in  the  hips,  loins,  limbs,  and  head.  In  a  few  hours  there  arose 
a  frequent  desire  to  pass  urine,  a  sensation  of  scalding  during 
its  passage  and  pain  at  the  anterior  extremity  of  the  urethra. 
In  the  evening  the  urine  became  bloody ;  there  was  much 
dysuria,  and  some  tenesmus ;  the  pulse  rose  to  100 ;  the 
temperature  was  100  "5°;  and  the  patient  was  distressed  by 
headache  and  restlessness. 

On  the  afternoon  of  May  2  I  visited  the  patient  and  found 
him  in  bed.  He  complained  of  headache,  malaise,  pains  about 
the  hips  and  perinasum,  of  frequent  desire  to  pass  urine,  and, 
during  its  passage,  of  scalding  in  the  course  of  the  urethra 
and  pain  at  its  free  extremity.  The  temperature  was  101°, 
the  pulse  104,  the  respirations  were  22 ;  the  tongue  was 
loaded ;  the  bowels  had  not  been  relieved  for  a  day  or  two ; 
the  skin  was  dry.  No  conclusive  evidence  of  disease  could  be 
discovered  except  in  connection  with  the  urinary  organs. 

The  urine,  examined  by  the  naked  eye  immediately  after 
being  discharged  from  the  urethra  into  a  glass  vessel,  was  seen 
to  have  suspended  in  it  a  number  of  minute,  just  visible, 
thread-like  fragments.  Examined  by  a  microscope  with  a 
quarter-inch  objective  they  were  found  to  consist  of  hyaline 
cylinders  and  in  one  or  two  instances  to  be  covered  with 
patches  of  leucocytes.  After  standing  at  rest  for  some  hours 
the  urine  deposited  a  mixed  sediment  forming  a  thin  even 
layer  at  the  bottom  of  the  containing  vessel. 

The  supernatant  urine  had  a  density  of  1022,  was  acid,  of 
a  faint  greenish  yellow  colour,  and  contained  a  small  amount 
of  albumen.  Submitted  to  minute  analysis  it  was  found  to 
possess  in  full  relative  proportion  all  the  usual  constituents  of 
a  normal  urine. 

The  sediment  was  composed  of  crystals  of  uric  acid  and 
oxalate  of  lime,  of  bloodrdiscs,  of  patches  of  vesical  epithelium, 
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of  masses  of  leucocytes,  of  flask-shaped  hyaline  bodies,  and  of 
hyaline  cylinders.  The  flask-shaped  bodies  were  about  a  three 
hundreth  of  an  inch  in  their  short,  and  about  one  hundredth 
of  an  inch  in  their  long  diameter.  The  hyaline  cylinders  were 
of  uniform  appearance,  but  varied  in  thickness  from  a 
seventieth  to  a  three  hundredth  of  an  inch. 

The  crystalline  constituents  of  the  sediment  appeared  to 
have  been  formed  in  the  urine  after  its  discharge  from  the 
body ;  at  all  events  as  respects  the  uric  acid  this  statement  is 
beyond  doubt. 

The  character  of  the  patient's  symptoms  and  the  constitu- 
tion of  his  urine  having  led  me  to  the  conclusion  that  he  was 
suffering  from  an  acute  prostatitis,  I  made  a  rectal  examina- 
tion and  discovered  that  the  prostate  was  greatly  enlarged 
and  exceedingly  tender  to  the  touch. 

The  patient  was  placed  upon  a  fluid  and  chiefly  milk  diet ; 
an  alkaline  diaphoretic  mixture  was  directed  to  be  taken  every 
three  hours,  and  a  small  dose  of  Dover's  powder  and  henbane 
was  given  on  settling  for  the  night. 

On  May  3  and  on  two  other  occasions  the  patient  was  seen 
by  Sir  James  Paget  as  well  as  by  me. 

On  the  day  of  our  joint  visit,  the  general  condition  of  the 
patient  was  found  to  be  unaltered ;  but  the  indications  of  local 
disorder  had  become  aggravated.  There  were  much  irrita- 
bility of  the  bladder,  heat  and  pain  during  the  passage  of 
urine,  achings  or  pain  about  the  perineum,  anus,  and  hips,  and 
some  tenesmus. 

The  urine,  which  was  very  slowly  discharged,  exhibited  the 
same  general  characters  as  those  described  in  the  report  of 
yesterday. 

The  diet,  the  diaphoretic  and  the  sedative  at  night  were 
continued  ;  a  hot  hip  bath  was  ordered  to  be  taken  for  twenty 
minutes  night  and  morning;  and  instructions  were  given  for 
the  bowels  to  be  well  relieved  the  next  morning  by  a  full 
dose  of  Hunyadi  water. 

On  May  4  the  patient's  constitutional  state  remained 
as  before,  the  temperature  was  101  "5°,  the  pulse  was  100; 
there  was  headache ;  the  skin  was  dry ;  and  there  was  much 
malaise.  The  local  symptoms  were  less  urgent,  uric  acid 
and  oxalate  of  lime  were  no  longer  found  in  the  urine. 
The  larger  hyaline  casts  had  disappeared. 

The  treatment  was  continued  without  alteration. 

On  May  5  the  patient  was  in  all  respects  better, 
but  complained  of  slowness  of  micturition,  of  weakness  and 
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of  a  dry  skin.     The  urine  contained  some  vesical  mucus,  in 
addition  to  the  matters  already  described. 

The  diaphoretic  mixture  was  discontinued,  and  instead  of 
it  there  were  given,  three  times  daily,  three  grains  of  quinine 
in  an  effervescent  solution  of  citric  acid,  with  equal  parts  of 
carbonate  of  ammonia  and  bicarbonate  of  potash. 

On  May  6  the  patient  was  in  every  way  much  better. 
The  temperature  and  pulse  had  fallen  below  100 ;  the  skin 
was  moist  and  soft ;  the  tongue  was  cleaning ;  the  bowels 
had  been  easily  and  fully  relieved,  and  micturition  was  less 
frequent  and  painful. 

The  urine,  however,  still  contained  a  small  quantity  of 
albumen ;  and  in  the  sediment  deposited  by  it  on  standing, 
were  found  much  vesical  mucus  and  small  hyaline  cylinders  with 
Jiask-shaped  hyaline  bodies  attached  to  a  few  of  them.  The 
treatment  was  continued  unchanged. 

On  May  7  the  patient  declared  himself  to  be  convalescent 
and  said  that  almost  his  only  troubles  were  aching  in  the 
perineal  region  and  a  frequent  and  painful  discharge  of 
urine. 

The  temperature  and  pulse  had  fallen  to  their  normal 
standards.  The  tongue  was  clean;  appetite  had  returned; 
the  bowels  were  acting  naturally ;  pains  about  the  loins  and 
hips  had  subsided,  and  there  was  neither  headache  nor  malaise. 
The  prostate,  although  still  large,  was  not  tender.  The  urine 
no  longer  contained  albumen,  but  in  the  sediment  deposited 
on  standing  there  was  much  vesical  mucus  and  there  were  a 
few  of  the  smaller-sized  hyaline  cylinders. 

The  fluid  diet  was  now  replaced  by  a  very  light  solid  diet ; 
the  hot  hip  baths  were  discontinued ;  a  small  dose  of  rhubarb 
and  blue  pill  was  prescribed  every  third  night  for  three  times, 
and  a  mixture  containing  small  doses  of  quinine  and  iodide 
of  potassium  was  ordered  to  be  taken  twice  daily  between 
meals. 

On  May  8,  about  11  in  the  forenoon,  the  patient  dis- 
charged at  the  close  of  micturition  a  pultaceous  mass  of 
mixed  mucus  and  phosphates.  Except  for  an  aching  perineum 
an  irritable  bladder,  and  some  pain  in  passing  urine  the  patient 
was  well. 

About  the  same  hour  daily  for  nearly  a  fortnight  the 
patient  continued  to  discharge  in  steadily  diminishing  quanti- 
ties a  like  mixture  of  phosphates  and  mucus. 

On  May  15,  the  patient,  living  upon  a  white  meat  diet 
and  taking  no  alcoholic  stimulant,  had  resumed  some  part 
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of  his  professional  work  and  suffered  no  inconvenience  from 
it.  Although  having  his  daily  discharge  of  phosphates  and 
being  troubled  by  aching  in  the  perineum  and  pain  at  the 
extremity  of  the  penis  during  the  discharge  of  urine  the 
patient  felt  himself  in  every  other  respect  well. 

On  May  30  the  patient  was  in  full  work  and  had  no  sym- 
ptom of  disorder  except  the  aching  perineum  and  the  painful 
micturition. 

In  the  early  part  of  June  the  patient  was  quite  well  and  no 
trace  of  his  malady  could  be  discovered. 

During  the  six  years  which  have  elapsed  since  the  attack 
just  described  the  patient  has  been  in  full  professional  work, 
and  with  the  exceptions  about  to  be  mentioned,  has  had  no 
return  of  his  malady,  and  has  enjoyed  good  health.  The  ex- 
ceptions adverted  to  lie  in  the  circumstance  that  in  the  spring 
or  autumn  of  each  year  he  suffers  for  a  week  or  two  from 
symptoms  which  he  ascribes  to  imperfectly  developed  gout. 

The  chief  if  not  the  sole  interest  in  this  case  lies  in  the 
discharge  through  the  urine  of  hyaline  moulds  of  the  vesicles 
and  smaller  ducts  of  the  prostate.  Before  discovering  the 
connection  between  the  flask-shaped  bodies  and  the  cylinders, 
I  was  disposed  to  regard  the  latter  as  coming  from  the  kidney ; 
but  a  further  study  of  the  case,  of  two  other  cases  resembling 
it,  and  of  the  prostate  after  death  has  convinced  me  of  the 
prostatic  origin  of  these  bodies.  It  is  true  that  these  three 
cases  with  prostatic  casts  in  the  urine  may  be  mere  curiosities 
of  medical  experience.  Nevertheless,  as  I  can  find  in  none  of 
the  standard  works  on  urinary  affections  and  in  none  of  the 
monographs  dealing  with  diseases  of  the  prostate  any  refer- 
ence to  the  discharge  of  hyaline  cylinders  in  prostatitis,  and 
as  without  careful  examination  they  might  be  easily  mistaken 
for  cylinders  of  renal  origin,  I  have  thought  that  the  case 
related,  notwithstanding  its  incompleteness,  was  sufl&ciently 
important  to  justify  its  being  brought  to  the  notice  of  this 
Society. 
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DESCRIPTION   OF   PLATE   I,  ILLUSTRATING   MR. 
GLUTTON'S  CASE  OF  CERVICAL  SPINA  BIFIDA. 

Fig.  1. — General  shape  and  situation  of  tumour  before  it  had  begun 
to  shrink. 

Fig.  2. — Section  of  spina  bifida  after  hardening  in  alcohol. 
A.  The  opening  of  a  passage  which  most  probably  communicated 
with  the  general  subarachnoid  space. 
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XVII. — Large  Cervical  Spina  Bifida  undergoing  Spon- 
taneous Cure.  By  H.  H.  Glutton.  Bead  January 
8,  1886. 

I  HAVE  ventured  to  bring  this  case  before  the  notice  of  the 
Clinical  Society  for  several  reasons. 

1.  This  baby  is  the  younger  brother  of  a  case  I  reported 
to  this  Society  in  November,  1882,  in  which  a  lumbar  spina 
bifida  had  been  successfully  treated  by  the  glycero-iodine 
injection. 

2.  A  spina  bifida  in  the  cervical  region  is  exceedingly 
rare  as  is  evidenced  by  the  fact  that  in  an  analysis  of  125 
specimens  of  spina  bifida  examined  by  the  Sub-Committee  of 
this  Society,  and  reported  in  the  Transactions  of  last  year,  not 
a  single  case  is  recorded. 

3.  This  was  an  exceptionally  large  cyst  undergoing  spon- 
taneous cure. 

The  mother  of  this  baby  had  had  ten  children,  of  which 
the  ninth  had  been  previously  under  my  care  for  a  similar 
condition.  The  details  of  this  latter  case  will  be  found  in  the 
sixteenth  vol.  of  the  Clinical  Society's  Transactions,  p.  34. 
It  was  a  lumbar  spina  bifida  treated  by  injection.  This  child 
is  now  three  and  a  half  years  old,  and  was  shown  to  the  Society 
a  few  weeks  ago  with  a  firm  sound  puckered  cicatrix  in  the 
lumbar  region  of  the  spine. 

The  patient,  the  particulars  of  whose  condition  I  am  now 
especially  recording,  is  the  tenth  child  of  the  same  mother, 
and  was  born  in  the  latter  end  of  July,  1885,  with  a  spina 
bifida  in  the  cervical  region  of  the  spine,  of  which  the  size 
and  position  may  be  well  seen  in  the  accompanying  photo- 
graph. 

The  baby  was  a  fine,  fat,  healthy-looking  boy  with  no  other 
deformity  of  any  kind  whatever  and  no  signs  of  paralysis. 

The  cyst  was  situated  in  the  lower  cervical  and  upper 
dorsal  region  of  the  spine  and  measured  6^  inches  in  circum- 
ference. In  shape  it  was  rather  cuneiform  with  the  apex 
directed  upwards — much  like  the  hunchback  of  our  classical 
Punch.  In  the  photograph  (PI.  I,  fig.  1)  it  has  been  purposely 
pulled  backwards  to  show  the  interval  which  really  existed 
between  the  tumour  and  the  occipital  part  of  the  skull.  It  is 
evident,  therefore,  that  one  of  the  most  characteristic  signs  by 
which  we  recognise  the  presence  of  the  cord  or  nerves  in  the 
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sac  was  absent  in  this  case.  Instead  of  having  a  median  furrow 
or  depressed  centre  there  was  an  unusual  prominence  at  this 
part.  The  coverings  were  thin,  especially  at  the  summit  of 
the  tumour,  and  looked  almost  like  membrane,  but  there 
could  be  little  doubt  on  careful  examination  that  this  appear- 
ance was  due  to  the  stretching  to  which  the  tissues  had  been 
exposed,  and  that  the  cyst  was  covered  by  attenuated  skin. 
This  has  subsequently  proved  to  be  the  case,  for  as  the  tumour 
shrank  the  real  nature  of  the  enveloping  tissue  was  clearly 
demonstrated  to  be  cutaneous. 

There  was  no  ulceration  in  any  part,  but  a  general  uni- 
formity of  structure  over  the  whole  surface  of  the  swelling. 
It  was  a  soft  and  flaccid  cyst,  giving  no  impulse  to  the  ante- 
rior fontanelle  on  percussion,  but  becoming  distinctly  more 
tense  when  the  child  cried.  Although  it  could  be  reduced  in 
size  by  pressure  it  was  never  completely  emptied. 

Judging  from  the  very  evident  alteration  in  size  when  the 
child  cried,  and  also  from  the  effects  of  direct  pressure  upon 
the  tumour,  no  doubt  was  for  a  moment  entertained  by  those 
who  saw  the  case  during  the  first  month  of  infant  life  that 
the  fluid  which  it  contained  communicated  with  the  interior 
of  the  vertebral  canal.  Exposure  to  transmitted  light  proved 
that  it  was  translucent  all  over,  and  that  there  were  no  dark 
spots  or  shadows  pointing  to  the  presence  of  the  cord. 
Examination  of  the  base  showed  that  there  was  rather  a  large 
bony  aperture  in  the  arches  of  two  or  more  vertebrae.  It 
seemed  probable  therefore  that  this  was  a  simple  meningocele 
from  the  facts  above  recorded — that  there  was  a  perfect 
cutaneous  covering  without  any  ulceration,  median  furrow  or 
central  depression,  that  it  was  translucent  in  every  part  of  its 
surface,  and  that  there  were  no  paralytic  symptoms. 

Mr.  Parker  was  kind  enough  to  see  the  case  with  me  in 
St.  Thomas's  Hospital,  and  suggested  that  the  child  should 
be  photographed  instead  of  being  injected,  an  operation 
which  I  at  that  time  thought  suitable. 

The  operation  was  therefore  delayed,  and  a  fortnight 
afterwards,  when  I  was  again  about  to  commence  proceedings 
for  the  injection,  the  cyst  had  begun  to  shrink.  In  a  few 
weeks'  time  there  was  a  very  considerable  diminution  in  size, 
and  although  the  cyst  still  contained  some  fluid  there  was  no 
longer  any  communication  with  the  interior  of  the  vertebral 
canal. 

Once  again  when  the  child  had  a  cough  the  communication 
was  re-established  for  a  few  days. 
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The  baby  was  shown  here  on  November  13,  and  the  fact 
that  the  opening  had  been  completely  shut  off  from  the  spine 
was  easily  demonstrated.  There  still  remains  a  small  flaccid 
cyst,  and  time  will  show  whether  it  is  necessary  to  interfere 
with  this,  which  is  all  that  remains  of  the  spina  bifida.  It  has 
been  permanently  shut  off  for  some  months,  and  has  since 
then  been  steadily  diminishing  in  size. 

It  would  therefore  seem  undesirable  to  attempt  the  com- 
plete radical  obliteration  of  this  small  cyst  until  by  a  longer 
lapse  of  time  it  had  been  proved  that  such  perfect  closure  will 
not  take  place  spontaneously. 

There  are  several  points  of  interest  in-  relation  to  this 
case : 

1.  As  to  the  rarity  of  cervical  spina  bifida.  Although  out 
of  125  specimens  examined  by  the  Sub-Committee  not  one  is 
recorded,  yet  in  the  series  of  cases  collected  from  literature 
or  specially  reported  to  them,  out  of  244  cases  9  are  described 
as  cervical,  2  as  cervico-dorsal,  and  2  as  upper  dorsal.  But 
some  of  the  latter  are  included  amongst  those  which  were 
examined  as  specimens. 

2.  The  fact  that  two  successive  children  of  the  same 
parents  were  the  subjects  of  spina  bifida  must  also  be  a  rare 
event.  But  in  the  Committee's  Report  an  instance  is  recorded 
of  three  successive  children  who  were  afflicted  in  the  same 
way ;  the  first  was  stillborn,  whilst  the  other  two  died  in  a 
few  hours  and  thirty-six  hours  respectively. 

Not  only  were  the  cases  I  am  recording  two  successive 
children,  but  they  were  the  last  two  out  of  a  family  of  ten. 
And  in  another  case  which  has  lately  come  under  my  obser- 
vation a  young  mother  had  had  eight  children  in  ten  years ; 
the  seventh  was  the  subject  of  spina  bifida,  and  the  eighth 
died  in  convulsions.  I  am  not  sure  if  attention  has  been 
directed  to  this  peculiarity  in  the  family  history,  but  if  such 
a  fact  as  is  here  recorded,  namely,  the  occurrence  of  spina 
bifida  in  the  last  members  of  a  large  family,  is  at  all  a 
common  feature  in  the  history  of  this  deformity,  it  would 
point  rather  to  exhaustion  in  the  parent  stock,  most  probably 
the  mother,  as  one  of  the  causes  of  this  affection. 

3.  This  case  is  also  a  practical  demonstration  of  the 
importance  of  the  advice  given  at  the  end  of  the  Report 
before  alluded  to.  The  recommendation  is  there  given  to 
delay  operating  for  two  months  unless  such  urgent  symptoms 
arise  as  the  imminent  bursting  of  the  cyst.  The  chief  reason 
for  this  advice  is  the  marasmic  condition  of  some  of  these 
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little  patients  and  the  probability  of  some  of  them  dying 
from  other  causes  than  those  related  to  the  spina  bifida. 

But  there  is  another  important  consideration  which  must 
not  be  omitted^  namely,  the  possibility  of  the  cyst  undergoing 
changes  which  result  in  its  complete  obliteration  without  any 
intervention  on  our  part.  In  Table  I  of  the  Report  there  are 
60  cases  recorded  which  were  not  subjected  to  any  treatment. 
Of  these  13  are  stated  to  have  recovered. 

The  baby  in  this  instance  was  an  exceptionally  fat  and 
healthy-looking  infant,  and  could  not  be  said  to  run  any  risk 
of  dying  from  inanition.  The  cyst  seemed  also  a  very  favor- 
able one  for  injection,  as  from  the  local  symptoms  before 
described  there  was  every  probability  of  its  being  a  pure  and 
simple  meningocele.  There  did  not,  therefore,  seem  to  be 
much  object  in  waiting  a  few  weeks  before  attempting  its 
cure.  The  result,  however,  has  shown  that  but  for  the  inter- 
vention of  Mr.  Parker  and  the  photographer  an  operation 
would  have  been  performed  which  was  unnecessary. 

Addendum. — The  baby  died  on  December  14,  1885,  after 
the  paper  had  been  sent  in  to  the  Secretary,  from  causes 
unconnected  with  the  spina  bifida. 

Mr.  Shattock,  under  whose  care  the  specimen  came,  kindly 
consented  to  describe  the  condition  found  on  post-mortem 
examination.  It  will  be  seen  from  his  description  and  the 
beautiful  drawing  that  he  has  made  (PI.  I,  fig.  2)  that  the  case 
was  not  one  of  simple  meningocele,  but  I  have  thought  it  best 
to  keep  the  clinical  symptoms  during  life  as  they  were  origin- 
ally written,  for  it  adds  somewhat  to  the  interest  of  the  case. 

Description  of  the  parts  removed  after  death,  hy  Samuel  Q. 
Shattock. 

The  neural  arches  deficient  in  the  middle  line  are  those  of 
the  fifth,  sixth,  seventh  cervical,  and  the  first  dorsal  vertebrss. 

The  protrusion  is  sessile,  and  in  the  vertical  direction 
measures  If  inches  at  its  base,  and  it  projects  1^  inches 
beyond  the  general  level  of  the  skin. 

As  displayed  in  vertical  section,  the  dura  mater  is  readily 
traceable  from  the  vertebral  canal  for  some  distance  into  the 
wall  of  the  sac  ;  the  constricted  portion  which  passes  through 
the  deficiency  in  the  neural  arches,  or  what  may  be  named  the 
neck  of  the  sac  is,  -j^  of  an  inch  in  diameter. 

Anteriorly  the  outline  of  the  spinal  cord  is  normal,  and 
the  anterior  nerve-roots  arise  in  direct  regular  series. 
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The  posterior  part  of  the  spinal  cord  is  prolonged  through 
the  neck  of  the  sac  by  a  funnel-shaped  process,  and  from  this 
the  posterior  nerve-roots  opposite  the  protrusion  arise. 

After  passing  through  the  neck  of  the  sac,  the  substance 
of  the  posterior  portion  of  the  cord  is  spread  out  beneath  the 
dura  mater  and  arachnoid  of  the  base  of  the  sac,  and  after 
passing  for  some  distance  in  this  way  (about  half  way  round 
the  sac  in  one  situation)  returns  upon  itself  so  as  to  enclose  ^a 
cleft-like  space  concave  posteriorly. 

The  main  part  of  the  external  protrusion,  however,  is 
constituted  by  a  distinct  closed  sac  of  fibrous  tissue  with  a 
smooth  polished  interior;  this  sac  is  If  inches  in  its  chief 
diameter.  Its  wall  is  distinctly  separable  from  the  surround- 
ing parts,  and  it  is  separated  from  the  dura  mater  of  the  sac 
wall  in  the  basal  portion  of  the  protrusion  by  the  expansion  of 
the  cord  previously  noticed. 

The  cavity  of  the  expansion  of  the  cord  when  traced 
forwards,  passes  through  the  constricted  part  of  the  cord 
lying  within  the  neck  of  the  sac,  and  is  then  [traceable  into 
the  substance  of  the  cord,  not  extending  beyond  its  mid  line 
anteriorly  and  upwards  and  downwards  in  each  direction  for 
^  inch ;  this  cavity  is  mostly  lined  with  delicate  connective 
tissue.  The  central  canal  of  the  cord  is  otherwise  not 
enlarged. 

It  is  plain  from  these  details  that  the  protrusion  consists 
not  only  of  the  spinal  membranes,  but  of  the  cord  extruded 
by  a  dilatation  of  the  central  canal. 

The  cyst  which  constitutes  the  main  portion  of  the  pro- 
trusion is  enclosed  within  the  globular  extension  of  dura  mater 
entering  into  the  constriction  of  the  sac  wall,  and  is  formed 
most  probably  by  the  arachnoid  lying  behind  the  extruded 
process  of  the  spinal  cord. 

On  the  left  side,  below  the  level  of  a  horizontal  line 
bisecting  the  sac,  there  is  a  deep  fossa  in  the  side  of  the  cyst. 
On  exploring  this  with  a  probe,  it  is  found  to  pass  forwards 
for  a  distance  of  about  8  cm.  towards  the  neck  of  the  sac,  and 
by  the  side  of  the  extruded  process  of  the  cord. 

The  cyst  most  probably  communicated  by  this  passage  with 
the  general  subarachnoid  space,  the  communication  having 
been  closed  during  the  process  of  spontaneous  cure. 

The  specimen  shows  a  combination  of  meningocele  with 
meningo-myelocele  and  it  bears  comparison  in  this  respect  with 
Specimen  No.  22  in  the  recently  published  report  upon  Spina 
Bifida. 
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XVIII. — Ununited  Fracture  of  the  Clavicle  causing 
Pressure  on  the  Brachial  Plexus  and  Writers^ 
Cramp.  Excision  of  the  False  Joint,  and  Wiring  of 
the  Fragments.  Perfect  Union  and  Complete  Belief 
of  Nerve  Symptoms.  By  Arthur  E.  J.  Barker. 
Bead  January  22,  1886. 

THE  subject  of  this  notice,  Ernest  Q.,  is  a  healthy  boy,  set.  12, 
who  was  admitted  into  University  College  Hospital  on 
July  15,  1885.  His  family  history  is  good  in  every  way. 
His  mother  states  that  soon  after  his  birth  he  was  noticed  to 
have  a  fracture  of  the  right  collar-bone,  but  how  this  was 
caused  is  uncertain ;  the  labour  appears  to  have  been  a  per- 
fectly normal  one,  and  no  violence  was  used  to  the  child  at  or 
after  birth,  nor  was  there  any  history  of  injury  to  the  mother 
before  that,  except  a  fall  on  her  back  on  the  ice  in  the  third 
or  fourth  month  of  pregnancy.  Up  to  three  years  ago  the 
condition  gave  rise  to  no  inconvenience.  He  then  began  to 
complain  of  pain  down  the  right  arm  and  a  sense  of  weight  in 
it.  Two  months  before  admission  he  again  felt  pain  and 
noticed  that  his  fingers  became  stiff  and  fixed  over  his  pencil 
while  writing  at  school.  The  fingers  then  tended  to  close  and 
he  could  not  get  them  straight  without  a  good  deal  of  rubbing. 
His  arm  felt  heavy  and  painful.  About  fourteen  days  before 
admission,  pain  was  felt  above  and  behind  the  clavicle. 

State  on  admission. — The  left  clavicle  measured  4f  inches, 
the  right  4  inches  in  length.  The  left  shoulder  is  lower  and 
carried  a  little  farther  forward  than  it  should  be.  The  inner 
end  of  the  outer  fragment  lies  immediately  below  and  a  little 
behind  the  outer  end  of  the  inner  fragment.  The  broken  ends 
of  the  bones  are  rounded  off  and  enlarged  and  freely  mov- 
able one  on  the  other. 

When  the  patient  stoops  he  has  pain  in  the  lower  part  of 
the  posterior  triangle  radiating  up  the  posterior  border  of  the 
sterno-mastoid  muscle.  When  told  to  write  out  a  page  of 
foolscap  he  soon  begins  to  suffer  pain  in  his  arm,  and  later  in 
his  forearm  and  wrist ;  his  fingers  finally  become  fixed  in  the 
position  assumed  for  writing  and  only  relax  when  rubbed; 
if  not  rubbed,  they  become  flexed  into  the  palm  of  the 
hand. 
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On  August  19,  tie  was  specially  watclied  while  writing, 
and  the  following  observations  were  made  by  the  Surgical 
Registrar,  Mr.  Pollard.  No  visible  change  was  noticed  in  his 
handwriting  for  ten  minutes  though  pain  had  set  in  in  the  arm 
somewhat  before  this.  Then  rhythmical  tremors  set  in  affect- 
ing the  triceps,  brachialis  anticus,  and  forearm  muscles.  The 
effect  of  these  was  to  produce  slight  movements  of  pronation 
and  supination  of  the  hand  and  backward  and  forward  move- 
ments of  the  wrist  to  a  slight  extent.  These  muscular  move- 
ments became  gradually  more  and  more  extensive,  being  most 
severe  in  the  muscles  arising  from  and  just  above  the  external 
condyle  of  the  humerus.  The  boy  continued  writing  for 
twenty  minutes  without  complete  fixation  of  the  fingers,  or 
true  spasm,  but  at  the  end  of  this  time  he  found  great  diffi- 
culty in  extending  his  fingers,  though  he  could  do  so  with  an 
effort.  On  August  24  he  was  again  observed  for  over  an  hour 
while  writing  {vide  sample,  August  24,  PL  II).  At  the  end  of 
ten  minutes  it  was  almost  impossible  to  read  his  writing ;  twelve 
minutes  later  it  was  quite  impossible  to  do  so,  and  half  an 
hour  after  commencing  he  could  no  longer  form  his  letters. 
The  pains  in  his  arm  just  above  the  elbow  came  on  about 
five  minutes  after  beginning  to  write  ;  those  in  his  wrist  about 
three  minutes  later,  and  those  in  his  shoulder  about  twenty 
minutes  after  he  began  to  write,  and  about  two  minutes  later 
he  complained  of  pain  in  his  hand  and  stiffness  in  his  fingers. 
The  shoulder  was  then  raised  by  one  of  the  dressers  to  pre- 
vent the  end  of  the  clavicle  from  pressing  on  the  nerves  while 
the  boy  continued  to  write.  This  relieved  him  for  about  three 
minutes  of  the  pains  in  his  wrist  and  hand,  but  after  this 
they  came  back  worse  than  ever. 

On  August  26  a  special  examination  of  the  condition  of 
the  affected  arm  was  kindly  made  for  me  by  my  colleague. 
Dr.  Poore,  who  made  the  following  note  : 

"  Some  wasting  of  the  thenar  eminence  and  more  mottling 
of  the  skin  of  the  right  arm  was  noticed.  The  whole  of  the 
right  arm  was  found  somewhat  smaller  than  the  left.  No 
abnormalities  of  sensation  were  found.  The  cords  of  the 
brachial  plexus  in  the  axilla  and  the  large  nerve-trunks  in  the 
arm  were  found  more  tender  than  on  the  left.  Moderately 
firm  pressure  caused  pain  over  the  tracks  of  the  nerves. 
Tested  with  faradic  current  all  the  muscles  reacted  readily 
except  the  first  right  dorsal  interosseous,  which  made  no 
response  to  a  weak  current,  which  gave  a  good  response  on 
the  other  side.'' 
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As  it  was  plain  that  the  boy  suffered  considerably  and  had 
for  some  time  been  growing  worse  as  well  as  losing  more  and 
more  the  control  over  his  arm  and  hand,  I  determined  to 
resect  the  false  joint  which  had  formed,  lift  the  inner  end  of 
the  outer  fragment  off  the  brachial  plexus  and  lay  it  upon  the 
outer  end  of  the  inner  fragment,  fix  it  there  by  wire  suture 
and  aim  at  primary  union.  This  I  did  on  August  26  as 
follows : 

Operation,  August  26. — Observing  all  the  details  of  the 
Listerian  method  of  antisepsis,  I  made  a  semilunar  incision 
about  3  inches  long  with  its  two  ends  on  the  clavicle  and 
its  convexity  downwards.  This  corresponded  to  the  middle 
of  the  bone  having  the  false  joint  above  its  centre.  The  flap  of 
skin  so  formed  was  turned  upwards  off  the  bone,  and  with  it 
I  dissected  up  some  fibres  of  the  pectoralis  with  the  object  of 
securing  that  the  nutrition  of  the  skin  should  not  be  disturbed 
by  dividing  its  deeper  vessels.  The  bone  being  thus  exposed 
a  false  joint  was  found  between  the  broken  ends,  which  were 
united  by  fibrous  tissue.  I  now  divided  the  outer  end  of  the 
inner  fragment  obliquely  in  a  plane  running  from  within  out- 
wards and  from  before  backwards.  The  section  was  made 
with  Gowan's  osteotome,  and  was  done  very  cautiously  so  as 
to  disturb  the  periosteum  and  soft  parts  as  little  as  possible 
and  obviate  all  risk  to  the  vessels  running  beneath  the  clavicle. 
I  then  placed  the  osteotome  on  the  inner  end  of  the  outer  frag- 
ment and  divided  it  in  a  plane  corresponding  to  that  of  the 
section  of  the  inner  fragment.  Here  my  first  cut  was  too 
oblique,  and  I  withdrew  the  blade  of  the  saw,  but  the  second 
was  accurately  placed  and  sacrificed  less  bone.  I  now  lifted 
the  inner  end  of  the  outer  fragment  off  the  brachial  plexus 
and  placed  its  cut  surface  resting  upon  that  of  the  inner  portion 
of  the  bone.  A  silver  wire  was  then  passed  through  both 
ends  from  before  backwards  and  was  brought  round  the  upper 
half  of  the  bone  and  twisted  firmly.  This  seemed  to  secure 
sufficient  fixation  of  the  two  portions  and  the  ends  of  the  wires 
were  cut  and  the  twisted  portion  bent  level  with  the  bone. 
The  skin  was  then  united  with  ordinary  carbolised  catgut,  the 
edges  of  the  pectoral  muscle  having  been  first  brought  together 
with  stitches  of  the  same.  A  strand  of  catgut  was  also 
inserted  between  the  lips  of  the  wound  for  drainage  instead  of 
a  tube.  No  blood  to  any  amount  was  lost,  and  the  wound  was 
a  dry  one.  I  therefore  dressed  it  with  powdered  iodoform  and 
salicylic  wool,  considering  the  latter  more  elastic  than  gauze. 
Plenty  of  ordinary  wool  was  added  for  padding,  and  over  all  a 
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plaster-of-Paris  bandage  was  laid  on^  wliicli  j&rst  formed  a  corset 
for  the  thorax,  then  included  the  arm  and  shoulder.  This  was 
applied  over  a  webbed  vest  precisely  as  for  spinal  caries  and 
completely  immobilised  the  arm  and  shoulder  for  the  month 
during  which  it  was  worn.  To  this  perfect  fixation  of  the 
parts  concerned,  quite  as  much  as  to  the  accurate  apposition 
of  the  cut  surfaces  of  the  bone,  the  good  result  of  the  operation 
is  in  my  opinion  to  be  ascribed. 

The  operation  lasted  forty  minutes,  and  offered  no  special 
difficulties.  There  is  little  or  nothing  to  say  of  the  course  of 
convalescence,  which  was  perfect.  The  dressings  were  not 
in  any  way  disturbed  for  fourteen  days,  when  the  wound  was 
found  united  by  first  intention  except  at  one  point  where  the 
catgut  drain  was  still  unabsorbed.  There  was  not  a  drop  of 
pus  anywhere  to  be  seen.  It  was  then  powdered  with  iodo- 
form and  covered  again  with  a  pad  of  salicylic  wool,  which  was 
not  removed  for  another  fourteen  days,  when  all  healing  was 
found  completed.  The  plaster  corset  was  then  removed  and  a 
mass  of  callus  could  be  felt  at  the  seat  of  operation.  The 
patient  had  been  running  about  for  a  week  or  ten  days  before 
without  any  pain  in  the  arm  or  other  trouble.  The  corset  was 
removed  on  the  twenty-ninth  day,  but  he  carried  the  arm  in  a 
sling  for  some  days  longer.  Elevation  of  the  arm  caused  some 
pain  at  the  seat  of  fracture  for  a  time,  but  this  soon  wore  off ; 
union  seemed  sound.  The  right  clavicle  now  measures  1^ 
inches  less  than  its  fellow. 

A  week  after  removal  of  the  plaster  corset  it  is  noted 
that  the  power  of  writing  was  much  improved  {vide  sample  of 
September  26,  PI.  II),  and  after  this,  without  going  over  former 
ground,  all  the  other  nervous  symptoms  rapidly  disappeared, 
and  the  arm  became  perfect  in  its  functions.  Soon  after  the 
healing  of  the  wound  Dr.  Poore  again  kindly  examined  him 
specially,  and  reported  improvement  in  all  directions.  The 
last  time  he  was  seen  by  Dr.  Poore  and  tested  with  the  faradic 
current,  was  fifty-two  days  after  operation,  when  he  wrote  to 
me  that  "  the  tenderness  of  the  median  nerve  has  disappeared, 
the  electric  irritability  of  both  hands  is  now  equal.  There  is 
still  slight  deficiency  in  the  size  of  the  muscles  of  the  ball  of 
the  right  thumb.  There  is  slight  grooving  of  the  right 
thumb-nail  (as  compared  with  the  left)  and  to  a  less  extent  of 
the  right  finger-nails.     Handwriting  normal." 

The  interest  in  this  case  centres  before  everything  in  the 
nervous  symptoms  produced  by  the  pressure  of  the  broken 
clavicle   upon  the  nerve-cords  of  the  brachial  plexus.     But 
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beyond  describing  tbem  I  shall  not  allude  to  them,  preferring 
to  leave  any  comment  upon  them  to  my  colleague,  Dr.  Poore, 
who  possesses  special  qualifications  for  the  task. 

But  the  surgical  aspect  of  the  case  has  some  special 
features  of  interest  too.  In  the  first  place  I  believe  it  is 
extremely  rare  to  meet  with  ununited  fracture  of  the  clavicle 
in  children.  Indeed  so  rare  is  it  that  I  feared  that  there 
might  be  some  special  reason  for  non-union  in  this  case  to  be 
found  perhaps  in  a  constitutional  state,  and  that  accordingly 
my  operation  might  fail  to  induce  the  bones  to  unite.  But 
the  boy  looked  so  healthy  and  had  such  a  good  family  history 
that  I  determined  to  try  what  could  be  done.  In  operating 
I  was  particular  not  to  separate  the  bones  from  the  soft  parts 
around  more  than  was  absolutely  necessary  so  as  to  disturb 
their  nutrition  as  little  as  possible.  I  was  also  careful  to 
bring  them  together  by  wide  cut  surfaces  and  to  unite  these 
very  firmly  with  the  wire  suture ;  also  to  adjust  the  soft  parts 
very  accurately  against  the  bones.  The  result  has  exceeded 
my  expectations  in  every  way.  Union  both  in  the  bone  and 
soft  parts  has  been  rapidly  completed  without  the  production 
of  a  drop  of  pus  and  under  two  dressings ;  the  nerve  sym- 
ptoms in  arm  and  hand  have  totally  disappeared. 

I  would  particularly  like  to  direct  attention  to  the  mode 
of  fixation  of  the  clavicle  by  plaster-of-Paris  bandage.  This 
is  nothing  new,  but  this  case  illustrates  well  the  efl&cacy  of 
the  method.  The  bandage  lasted  a  full  month  without 
yielding  or  causing  discomfort,  and  throughout  that  period 
the  most  perfect  immobility  was  secured  though  the  boy  was 
running  about  for  the  latter  portion  of  the  time. 

It  remains  to  be  seen  what  will  become  of  the  thick  silver 
wire  used,  but  so  far  it  has  given  no  sign  of  its  presence. 

The  mass  of  callus  rapidly  thrown  out  sets  the  question  of 
any  fault  of  nutrition  in  the  bones  at  the  seat  of  fracture  at 
rest  for  ever. 

It  is  impossible  to  say  in  this  case  whether  the  fracture 
was  intra-  or  extra-uterine.  Intra-uterine  fractures  are  well 
known  though  rare,  and  Hamilton  mentions  eight  cases  of  the 
injury,  seven  of  which  were  collected  by  Grurlt,  and  shown 
by  him  to  be  due  to  external  violence  to  the  mother.  He  also 
mentions  a  case  in  which  the  clavicle  was  broken  at  birth  by 
an  ignorant  midwife  pulling  on  the  arm. 

The  rarity  of  failure  of  union  after  fracture  of  the  clavicle 
is  well  illustrated  by  the  fact  that  Gurlt  in  his  exhaustive 
work  on  Fractures  states  that  he  has  only  been  able  to  collect 
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nineteen  cases  of  non-union.  And  Hamilton  in  his  work  only 
refers  to  four  similar  cases.  Grurlt  and  Hamilton  also  point 
out  that  among  these  cases  of  non-union  it  has  been  extremely 
rare  to  find  any  serious  impairment  of  the  functions  of  the 
arm.  In  those  cases  where  such  was  present  the  fracture  had 
been  comminuted  or  otherwise  very  severe.  In  none  of  the 
cases  cited  by  these  two  authors  is  there  any  parallel  to  the 
present  case^  which  seems  to  stand  alone  as  an  instance  of  a 
simple  fracture  of  the  clavicle  in  a  child  followed  by  a  false 
joint  and  severe  pressure  on  the  brachial  plexus  even  after  the 
lapse  of  twelve  years. 
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XIX. — A  New  Symptom  of  Megrim  and  Epilepsy.     By 
Angel  Money,  M.D.     Bead  January  22,  1886. 

A  PATIENT  of  mine,  a  man  aged  29,  at  the  Victoria  Park 
Chest  Hospital,  complained  that  he  frequently  saw  the 
halves  of  things.  Thus  in  playing  at  billiards  he  would  strike 
a  perfect  ball,  and  only  half  a  ball  would  run  across  the  table 
as  the  result  of  the  stroke.  He  also  not  unfrequently 
experienced  spots  of  violet  and  other  colours  before  his  eyes. 
These  phenomena  came  and  went  in  a  sudden  manner.  My 
patient  has  suffered,  though  not  in  a  marked  manner,  from 
periodic  headache,  which  is  sometimes  attended  with  nausea. 
Sometimes  also  he  has  nauseous  feelings  without  headache, 
but  with  a  sensation  of  ill-defined  nature,  and  which  he 
described  as  a  feeling  as  though  his  limbs  did  not  belong  to 
him.  He  has  never  had  a  globus,  except  on  the  occasion  of 
his  father's  death  when  looking  on  the  paternal  face  for  the 
last  time.  From  his  general  manner  and  mode  of  behaviour 
no  one  would  think  of  describing  him  as  of  hysterical  sort. 
He  knows  but  little  of  his  family  history;  and  of  his  own 
personal  history  all  that  he  is  certain  about  is  that  he  fre- 
quently "fainted"  with  a  queer  sensation  at  the  pit  of  the 
stomach  when  about  eleven  years  old.  He  has  suffered  from 
the  various  phenomena  above  briefly  alluded  to  ever  since 
puberty.  The  new  symptom  to  which  I  wish  to  direct  atten- 
tion consists  in  an  apparent  momentary  lengthening  of  a 
written  or  printed  word  seemingly  caused  by  a  reduplication 
of  one  or  more  of  the  letters  in  the  word.  My  patient  is 
unable  to  say  positively  which  letter  is  doubled.  If  he  had 
been  able  to  do  so  it  would  have  been  of  the  greatest  interest 
and  not  a  little  importance  to  know  whether  a  particular  letter 
was  frequently  being  doubled  or  any  letter  without  speciality. 
The  patient  also  observed  that  this  annoying  symptom  is  most 
frequent  when  the  flashes  of  light  are  most  troublesome.*  I 
may  say  that  he  has  never  had  any  convulsions  or  motor 
spasm  of  any  kind.  Nor  has  he,  with  the  exceptions  to 
which  I  have  already  referred,   ever  lost  consciousness.     I 

*  Another  noteworthy  fact  in  connection  with  his  visual  organs  is  the  long 
persistence  of  negative  images ;  this  condition  is  not  always  present,  but  only  at 
the  times  when  he  feels  bilious. 
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regard  tlie  case  as  allied  on  the  one  hand  to  megrim  and  on 
the  other  to  epilepsy.  From  inquiry  I  learnt  from  him  that 
he  had  never  observed  a  blank  in  a  word  or  any  inability  to 
see  all  the  letters  of  a  word  lasting  for  a  moment.  The  same 
patient  at  times  is  annoyed  by  a  singing  sound  in  his  right 
ear,  which  begins  with  suddenness  and  gradually  dies  away, 
but  as  he  is  decidedly,  though  not  very,  deaf  in  his  right  ear, 
I  am  not  quite  sure  of  the  nature  of  this  auditory  nervous 
discharge.  He  has  never  heard  any  sound  of  "higher" 
quality,  nor  has  he  been  startled  by  hearing  voices  or  any 
distinct  utterance. 

Reflecting  on  this  symptom  of  apparent  lengthening  of  a 
word  it  occurred  to  me  to  ask  my  patient  whether  he  ever 
experienced  a  similar  alteration  in  the  length  of  spoken 
words.  I  illustrated  my  meaning  to  him  by  using  the  word 
thunder,  and  inquii'ing  did  the  word  ever  appear  to  be  heard 
as  th-thunder  or  thunwwder,  and  so  forth.  He  had  not  noticed 
any  alterations  of  the  sort.  I  carefully  examined  my  patient's 
eyes  and  could  detect  nothing  abnormal  in  the  ocular 
muscles,  though  there  appeared  to  be  a  slight  degree  of 
myopia. 

Eemarks. — It  appears  to  me  that  there  are  at  least  two 
ways  of  interpreting  this  symptom.  I  do  not  for  one  moment 
believe  that  I  was  being  imposed  upon,  and  for  several 
reasons.  In  the  first  place  the  man  volunteered  the  state- 
ment ;  secondly,  he  suffered  from,  and  related  many  symptoms 
of,  megrim  which  are  too  well  known  to  be  regarded  as 
fraudulent;  lastly,  in  a  much  less  marked  degree,  other 
megrinous  patients  say  they  have  noticed  the  same  thing, 
though  they  did  not  refer  to  it  till  I  had  questioned  them 
about  it. 

That  the  apparent  lengthening  of  a  word  may  be  due  to 
some  transient  alteration  in  the  muscular  mechanism  of  the 
eyes  is  of  course  possible  and  not  at  all  improbable.  I  am 
myself  rather  disposed  to  take  this  view  of  the  case. 

But  it  must  not  theoretically  be  overlooked  that  we  may 
have  to  do  with  a  symptom  belonging  to  what  may  turn  out 
to  be  an  altogether  new  field  of  sensory  nervous  symptoms. 
I  mean  a  group  of  symptoms  which  might  be  designated  as 
"reduplicated  sensory  nervous  actions."  Dr.  Gowers  has 
observed  a  sort  of  rhythmical  recurrence  of  sensation  in  tabes 
dorsalis;  a  patient  was  pricked,  the  pain  was  not  felt  for 
several  seconds,  and  then  the  sensation  was  repeated  several 
times  in  successive  darts  of  pain.     If  my  patient  be  right 
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in  his  opinion  that  one  of  the  letters  of  a  word  is  doubled 
in  the  apparent  lengthening  (I  may  say  there  is  no  difference 
in  the  level  of  the  altered  word  so  far  as  he  could  remember 
or  make  out),  then  it  would  be  not  at  all  absurd  to  regard 
the  phenomenon  as  due  to  the  reduplication  of  a  nervous  dis- 
charge in  the  visual  word  centre. 

From  my  experience  of  megrim  I  have  come  to  Hughlings 
Jackson's  conclusion  that  it  is  essentially  an  abnormal  '^  dis- 
charge/' an  epilepsy,  if  the  term  be  allowable  in  this  regard, 
of  the  sensory  perceptive  centres. 

It  has  been  argued  that  as  megrim  never  passes  into 
epilepsy  in  the  same  individual  therefore  the  diseases  cannot 
be  of  identical  nature. 

The  present  case  appears  to  me  to  supply  a  certain  kind 
of  refutation  to  such  an  argument.  Moreover,  if  such  a 
transference  of  disease  does  not  take  place  in  the  individual, 
of  which  I  am  rather  doubtful,  still  there  is  no  question  that 
it  does  occur  in  the  family.  The  anatomical  seat  of  disease 
in  an  individual  would  probably  be  limited  to  certain  tracts, 
and  there  is  no  special  reason  why  it  should  tend  to  involve 
more  distant  parts.  Some  of  the  most  confirmed  cases  of 
megrim  have  been  recorded  in  individuals,  members  of  whose 
family  were  epileptic  or  were  the  subject  of  maladies  most 
probably  of  an  epileptic  nature. 
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XX. — Chronic  simple  Ulcers  of  Stomach  and  Duodenum 
without  symptomSj  until  the  occurrence  of  perfora- 
tion. By  Samuel  West,  M.D.  Bead  January  22, 
1886. 

HANNAH  A.,  aet.  48,  servant,  single,  was  seized,  while 
eating  her  lunch  one  day  early  in  May,  with  sudden 
violent  pain  in  the  epigastrium.  It  was  cramp-like  and 
seemed  to  take  away  all  her  power.  It  lasted  for  a  quarter  of  an 
hour  with  intense  severity,  and  during  this  time  she  felt  sick, 
but  did  not  actually  vomit.  °  She  was  put  to  bed,  where  she 
remained  for  a  fortnight ;  the  pain  continued  severe,  and 
about  a  week  later,  May  8  or  10,  diarrhoea  set  in,  which  con- 
tinued till  her  admission  on  June  2,  a  month  exactly  from  the 
commencement  of  her  illness.  During  this  time  she  had 
vomited,  and  though  she  had  no  appetite,  owing  to  a  bad  taste 
in  her  mouth,  she  could  take  food  without  vomiting  or  any 
increase  in  the  pain.  She  had  rapidly  lost  flesh  and  strength, 
and  recently  had  perspired  much  almost  every  night ;  a  cough 
had  troubled  her  for  the  last  few  days  and  had  caused  her  pain 
on  the  right  side  of  the  chest  and  back,  and  her  breathing  had 
been  short.  A  bedsore  formed  on  the  right  buttock  a 
fortnight  ago. 

Her  previous  health  was  always  good,  and  she  had  had  no 
illness  since  an  attack  of  typhoid  fever  fourteen  years  ago. 
The  bowels  were  always  regular.  The  last  catamenia  com- 
menced at  the  time  of  the  present  illness  and  lasted  many  days 
longer  than  usual,  but  until  that  time  were  normal.  For  the 
last  few  months  her  legs  and  ankles  had  swollen  a  little  at 
times. 

She  had  never  at  any  time  been  troubled  with  pain  or 
discomfort  after  food,  and  her  digestion  was  always  good. 

The  patient  was  thin,  anaemic,  somewhat  dusky,  with  an 
expression  of  pain  and  languor.  She  complained  of  no  special 
pain,  but  felt  weak  and  was  breathing  rapidly  and  with  diffi- 
culty. She  lay  on  the  back  or  left  side,  and  had  pain  if  she 
lay  on  the  right ;  the  lips  were  dry  and  cracked,  the  tongue 
thickly  coated.  Pulse  120,  regular,  but  very  feeble;  respira- 
tion 46,  shallow  and  laboured.     Alse  nasi  dilating ;  tempera- 
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ture  99°,  urine  1028,  lithates,  traces  of  albumen.  The  heart 
was  feeble  but  otherwise  normal.  There  was  some  general 
rhonchus  over  both  sides  of  the  chest. 

The  liver  was  considerably  enlarged,  extending  nearly  to  the 
level  of  the  umbilicus.  Though  the  enlargement  was  uniform 
there  appeared  to  be  something  in  the  region  of  the  umbilicus 
which  it  was  thought  might  be  a  tumour  of  some  kind.  The 
dulness  reached  to  the  upper  border  of  the  fifth  rib  in  front, 
but  it  was  not  certain  that  this  was  due  to  liver  only. 

The  hepatic  region  was  tender  on  pressure  in  front ;  there 
was  no  ascites,  but  considerable  oedema  of  the  legs. 

June  4. — Patient  had  slept  but  little  from  difficulty  in 
breathing;  she  was  in  the  same  condition,  but  weaker  and 
more  tremulous.  Resp.  48,  pulse  132,  temp,  normal.  Last 
evening  about  six  ounces  of  dark  blood  were  passed  with  a 
stool. 

Patient  took  her  food  well,  without  pain  or  discomfort. 

June  5. — Passed  again  about  six  ounces  of  dark  blood  last 
night ;  slept  fairly,  but  perspired  much  ;  resp.  48,  temp.  97'4,° 
pulse  124,  very  weak. 

June  6. — Passed  the  same  quantity  of  blood  again  last 
evening,  and  a  second  time  at  4  a.m.  was  much  weaker ;  lay 
half  unconscious,  with  eyes  half  open,  was  dusky  and  very 
tremulous.     Resp.  48,  temp.  98°,  pulse  124. 

She  gradually  sank  and  died  at  midday. 

Post-mortem. — On  opening  the  chest,  the  pericardium  was 
somewhat  adherent  to  the  sternum,  and  the  heart  displaced 
slightly  to  the  left,  in  consequence  probably  of  old  pleurisy, 
for  the  left  pleural  cavity  was  completely  obliterated  by  old 
adhesions.     A  little  fluid  was  in  the  right  pleura. 

Heart  and  lungs  normal. 

The  liver  was  much  enlarged  and  reached  to  the  level  of  the 
umbilicus  in  the  right  nipple  line.  Between  it  and  the 
abdominal  walls  in  front,  and  extending  from  the  middle  to 
the  nipple  line,  was  a  superficial  abscess  containing  some 
ounces  of  thick  fetid  pus.  The  transverse  colon  was  adherent 
to  the  abscess  walls  along  the  top  of  the  liver,  and  a  small 
aperture  led  directly  into  it.  A  second  aperture,  situated  more 
posteriorly  and  much  larger,  about  the  size  of  a  sixpenny  piece, 
communicated  with  the  duodenum.  On  laying  the  transverse 
colon  open,  the  small  aperture,  only  large  enough  to  admit  a 
small  probe,  was  found  in  it  close  to  the  hepatic  flexure.  The 
mucous  membrane  was  congested  in  its  neighbourhood,  but 
there  was  no  evidence  of  old  mischief   such  as  ulceration  or 
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thickening,  and  it  seemed  probable  that  this  communication 
was  of  recent  date. 

On  opening  the  duodenum,  the  second  communication  was 
seen  upon  its  posterior  wall.  It  was  circular  and  of  the  size  of 
a  sixpenny  piece,  with  smooth  edges ;  the  mucous  membrane  of 
the  duodenum  was  much  injected  in  the  neighbourhood. 

On  opening  the  stomach  some  constriction  was  observed 
in  the  middle  of  the  lesser  curvature,  and  corresponding  with 
this  was  a  deep  ulcer  of  the  diameter  of  a  five-shilling  piece, 
with  smooth,  thickened,  overhanging  edges.  The  floor  of  the 
ulcer  was  quite  smooth  and  formed  by  the  liver  with  which  the 
stomach  in  this  place  had  contracted  close  adhesions.  In  one 
place  a  probe  entered  the  liver-substance  readily,  but  there 
was  no  pus  there,  nor  any  communication  between  this  ulcer 
and  the  abscess  cavity.  The  enlargement  of  the  liver  appeared 
to  be  due  only  to  congestion,  for  on  section  no  change  in  its 
structure  was  found.     All  the  other  organs  were  healthy. 

The  autopsy  demonstrated  the  existence  of  two  chronic 
simple  ulcers,  probably  of  long  standing.  The  sudden  illness 
of  the  patient  is  probably  to  be  explained  by  the  rupture  of  the 
duodenal  ulcer,  and  the  consequent  formation  of  the  abscess. 
This  abscess  subsequently  burst  by  the  second  aperture  into 
the  colon,  and  this  rupture  probably  explains  the  occurrence 
of  blood  in  the  stools  during  the  last  few  days  of  life. 

Neither  of  the  ulcers  were  malignant.  The  diagnosis 
during  life  presented  the  greatest  difficulty,  and  none  was 
hazarded.  This  much  seemed  clear,  that  something  had  given 
way  suddenly.  The  question  of  aneurism  was  considered,  and 
seemed  most  probable,  but  no  direct  evidence  in  favour  was 
forthcoming.  The  possibility  of  rupture  of  an  ulcer  in  the 
stomach  or  duodenum  was  discussed,  but  a  malignant  ulcer  it 
could  hardly  be  on  account  of  the  good  history  before  the 
present  illness,  and  simple  chronic  ulcer  was  thought  unlikely, 
from  the  absence  of  any  pain  or  other  symptom.s  to  indi- 
cate its  existence.  The  present  is  another  instance  of  the 
extent  to  which  chronic  simple  ulceration  may  advance  without 
the  production  of  symptoms,  until  some  severe  accident  like 
haemorrhage,  or,  as  in  this  case,  perforation,  occurs. 
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XXI. — Case  of  Complete  Recovery  of  Vision  in  Amau- 
rosis consecutive  to  Malarial  Fever.  By  Robert 
Beudenell  Carter.     Read  January  22,  1886. 

*E.  0.,  the  head  of  the  police  force  in  a  West  Indian 
colony,  was  brought  to  me  on  July  15,  1884,  in  a  state 
which  practically  amounted  to  blindness.  He  had  what  is 
described  in  old  books  as  the  amaurotic  gait  and  aspect,  and 
was  guided  past  articles  of  furniture  to  a  chair.  His  pupils 
were  widely  dilated,  and  his  remaining  vision  was  not  enough 
to  be  estimated  by  test-types,  scarcely  amounting  to  more 
than  qualitative  perception  of  light.  He  presented  me  with 
a  letter  from  a  colonial  practitioner,  containing  the  following 
history  : 

''  Mr.  O.'s  sight  has  never  been  good,  but  since  recovering 
from  malarial  fever  it  has  become  very  much  worse.  Having 
been  employed  on  fatiguing  journeys  in  November,  1883,  in 
unhealthy  parts  of  the  island,  in  the  discharge  of  his  duty  as 
inspector  of  police,  he  was  seized  in  that  month  with  a  fever 
of  malarial  origin,  of  malignant  type,  which  nearly  proved 
fatal.  Convalescence  was  very  slow,  and  although  his  bodily 
strength  improved  his  sight  made  but  little  progress.  As  he 
began  to  recover  from  his  fever  I,  having  nursed  him  for  a 
week,  noticed  that  both  pupils  were  widely  dilated,  and 
although  I  threw  the  brilliant  light  of  a  tropical  sun  upon 
them  there  was  no  contraction ;  and,  indeed,  he  could  very 
little  more  than  distinguish  sunshine  from  shade.  In  certain 
lights  he  recognised  individuals,  but  it  was  very  noticeable 
when  any  nourishment  was  offered  to  him  that  he  felt  for  the 
glass  or  feeding  cup.  I  was  of  opinion  at  the  time  (an 
opinion  not  shared  by  the  Surgeon- General,  who  attended  him) 
that,  as  blood  stasis  is  so  common  in  malignant  tropical  fevers, 
there  was  effusion  not  only  at  the  base  of  the  brain  and  into 
the  ventricles,  but  also  beneath  the  retina.  The  Surgeon- 
General  held  that  this  condition  was  due  to  quinine ;  but  this 
can  hardly  have  been  the  case,  as  it  had  existed  before  quinine 
had  been  pushed  to  any  extent.''  The  writer  continued  by 
expressing  distrust  of  his  own  powers  of  arriving  at  the 
truth  by  ophthalmoscopic  examination,  and  was  under  the 
impression  that  detachment  of  the  retinae  must  have  occurred. 
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The  patient  had  taken  iodide  of  potassium  with  some  benefit, 
but  mental  disquietude  was  said  to  have  undone  what  medicine 
had  effected. 

Mr.  0.  had  bluish-grey  irides,  the  pupils  much  dilated  and 
quite  inactive  to  light.  The  ophthalmoscope  showed  hyper- 
metropia  amounting  to  four  dioptres,  with  one  dioptre  of 
astigmatism,  and  so  far  explained  the  statement  in  the  letter 
from  which  I  have  quoted  that  the  sight  "  had  never  been 
good."  The  optic  nerves  were  white,  and  the  larger  vessels, 
which  alone  were  visible,  were  lifted  forward  into  arches  or 
curves  before  they  crossed  the  nerve  margins,  showing  that 
they  had  been  raised  by  swelling  antecedent  to  the  atrophy. 
The  perforations  of  the  lamina  cribrosa  were  not  visible. 
The  eyes  were  alike  in  vision,  refraction,  and  internal  con- 
ditions ;  and  these  conditions  scarcely  left  room  for  doubt 
that  the  fever  had  been  attended  by  effusion  into  the  optic 
nerves,  probably  associated  with  meningeal  trouble,  and  that 
sight  was  being  destroyed  by  nerve  atrophy  incidental  to  the 
slow  contraction  of  the  effused  material. 

I  formed  a  very  unfavorable  opinion  of  the  prospects  of  the 
case,  but  felt  at  the  same  time  that  it  ought  to  be  submitted  to 
careful  treatment,  conducted  upon  the  principles  which  I 
endeavoured  to  lay  down,  ten  years  ago,  in  my  treatise  upon 
the  '  Diseases  of  the  Eye.'  These  were,  shortly  stated,  that 
the  absorption  of  any  material  substratum  of  disease,  such  as 
any  remains  of  effusion  or  any  tumour,  should  be  promoted 
by  the  use  of  iodide  of  potassium,  of  mercury,  or  of  both ; 
and  that,  in  the  meantime,  the  nutrition  of  the  nerves  should 
be  stimulated  by  the  hypodermic  administration  of  strychnia. 

The  patient  wished  to  take  up  his  temporary  residence  in 
Birmingham,  and  I  therefore  wrote  to  Mr.  Bartleet,  who 
attended  his  relatives  there,  and  asked  him  to  be  so  good  as 
to  superintend  what  was  to  be  done.  Mr.  Bartleet  most  kindly 
consented  to  co-operate  with  me  in  the  matter,  and  took  upon 
himself  the  supervision  of  the  dosage  and  of  the  occasional 
intermissions  of  treatment.  We  commenced  by  giving  five 
grains  of  iodide  of  potassium  and  half  a  drachm  of  the  solution 
of  perchloride  of  mercury,  three  times  a  day ;  and  by  injecting 
twice  a  day  a  sixtieth  of  a  grain  of  sulphate  of  strychnia,  the 
dose  of  this  salt  being  increased  every  other  day. 

On  August  4  I  received  a  letter  from  the  patient's  brother, 
who  said  :  "  My  brother  begs  me  to  say  that  although  he 
cannot  see  to  read  or  write,  yet  he  thinks  he  has  improved 
in  his  sight  so  far  as  concerns  large  objects."     In  reply,  I 
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advised  perseverence,  and  asked  for  a  visit  at  the  end  of  a 
month.  On  September  4  the  patient  came  to  town,  with 
vision  very  decidedly  improved^  but  still  hardly  measureable ; 
and  went  back  to  Birmingham  to  continue  his  injections 
and  medicine.  The  dose  of  strychnia  was  gradually  increased 
until  it  amounted  to  as  much  as  the  seventh  or  eighth  of  a 
grain,  when,  in  Mr.  Bartleet's  words,  "  it  caused  rigidity  of 
the  muscles  of  the  legs,  most  felt  on  rising  from  a  sitting 
posture — inability  to  straighten  the  legs."  When  this  point 
was  reached  the  dose  was  reduced. 

Another  inconvenience  resulting  from  the  injections,  and 
one  which  Would  have  been  a  serious  difficulty  in  the  case  of 
a  less  resolute  patient,  was  that,  after  a  time,  almost  every 
puncture  became  inflamed.     Mr.  Bartleet  writes  : 

"  The  injections  also  caused  small  infiltrations,  I  suppose 
of  inflammatory  exudation,  some  of  which  suppurated,  but 
most  did  not.  The  latter  were  as  large  as  a  hazel  nut  and  of 
a  livid  blue  colour.  They  very  gradually  disappeared,  leaving 
bluish  stains  after  the  hardness  had  passed  away." 

On  December  10  the  patient  visited  me  again,  and  his 
sight  was  then  so  far  restored  that  it  was  time  to  pre- 
scribe glasses  for  the  correction  of  his  hypermetropia  and 
astigmatism.  Convex  lenses  of  four  dioptres,  with  convex 
cylinders  of  one  dioptre,  axes  horizontal,  gave  him  distant 
vision  equal  to  ^ths,  or  one  third  of  the  normal ;  and  six 
dioptres  with  the  same  cylinders  enabled  him  to  read  words 
of  No.  6  of  Jaeger.  He  was  directed  to  wear  the  former 
glasses  habitually  and  to  read  for  a  short  but  gradually 
increased  period  every  day  with  the  latter.  In  view  of  the 
great  improvement,  and  of  the  trouble  and  pain  caused  by 
the  inflamed  punctures,  Mr.  Bartleet  and  I  agreed  that  we 
might  abandon  the  hypodermic  injections,  and  might  ad- 
minister strychnia  by  the  mouth,  alternately  with  the  mercury 
and  iodide.  Four  minims  of  Liquor  Strychnias  were  thus 
given,  and  each  medicine  was  replaced  by  the  other  every 
three  weeks. 

On  January  10,  1885,  I  received  a  letter  from  the  patient 
himself,  in  perfectly  good  and  legible  writing,  except  that  the 
distances  between  the  lines  were  irregular  and  the  lines  were 
not  quite  straight.     He  said  : 

"  Will  reading  the  newspaper  by  gaslight  hurt  my  eyes  ? 
After  reading  a  little  time  the  words  appear  as  if  coming  out 
of  a  fog,  if  I  may  so  describe  it,  and  occasionally  a  sort  of 
flash  of  colours  (similar  to  colours  which  appear  on  cut  glass 
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when  the  sun  shines  upon  it)  comes  before  my  eyes.  It  is^ 
however,  a  great  comfort  to  me  to  be  able  to  read  at  all." 

I  encouraged  the  patient  to  continue  and  increase  his 
reading,  and  on  March  20  he  came  again.  With  the  same 
glasses  he  had  then  distant  vision  equal  to  ^ths,  and  was 
able  to  read  Jaeger  2.  On  July  21  the  distant  vision  was 
-^ths,  and  he  was  instructed  to  leave  off  medicine  and  to  make 
arrangements  for  returning  to  his  official  duties.  On  August 
27  he  had  full  normal  vision  for  distance,  and  read  Jaeger  1, 
or  what  is  known  as  ''  brilliant  "  type,  readily  and  easily.  His 
pupils  were  still  somewhat  large,  but  they  acted  to  light.  The 
general  aspect  of  the  "optic  nerve  surfaces  was  pale,  but  many 
small  vessels  which  were  previously  invisible  had  reappeared. 
The  patient  said  he  was  not  conscious  of  any  defect  or  incon- 
venience, except  that  he  did  not  see  well  in  a  dim  light,  or  in 
passing  from  a  better  light  to  a  worse  one ;  as  if  the  retina 
required  the  stimulus  of  good  illumination.  He  wrote  to  me 
on  September  5,  immediately  before  his  departure,  and  in  this 
letter  the  lines  are  perfectly  straight  and  regular. 

I  have  ventured  to  think  this  case  worthy  of  being  brought 
under  the  notice  of  the  Clinical  Society,  because  I  have  not 
met  with  any  other  of  the  kind  in  which  loss  of  sight  had 
proceeded  to  anything  like  the  same  extent,  and  in  which 
equally  satisfactory  results  were  obtained.  I  am  inclined 
distinctly  to  claim  these  results  as  the  effects  of  the  treatment, 
but  for  which,  I  feel  no  doubt,  total  blindness  would  have 
ensued.  It  is  hardly  necessary  to  point  out  how  much  the 
cure  was  due  to  the  tenacity  and  firmness  of  purpose  of  the 
patient,  exercised  in  circumstances  which  at  first  were  the 
reverse  of  encouraging.  These  good  qualities  of  his  were  fitly 
rewarded  by  the  restoration  of  his  sight;  and  it  would  be 
difficult  to  overrate  the  degree  in  which  they  were  strengthened 
and  supported  by  the  judicious  management  and  kindly 
encouragement  of  Mr.  Bartleet,  whose  share  in  bringing  about 
the  result  it  is  my  pleasant  duty  gratefully  to  acknowledge. 

[Note. — A  letter  from  the  patient,  dated  March  22nd,  1886, 
informs  me  that  his  sight  continues  good. — R.  B.  C] 
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XXII. — TJiree  Oases  of  Universal  Alopecia,  with  Re- 
marks.   ByW.  J.  Tyson,M.D.    Bead  Feb.  12,1886. 

CASE  1. — P.  G.,  set.  40,  a  labourer.  The  family  history  is 
of  no  medical  interest,  and  his  personal  history  is  as 
negative  in  its  character  as  the  former,  except  for  the  one 
complaint  for  which  he  is  shown  this  evening. 

None  of  his  family  have  suffered  with  a  similar  disease. 
There  is  no  history  of  syphilis  relationally  or  personally. 

The  apparent  cause  of  his  trouble  seems  to  have  been  a 
money  difficulty.  In  October,  1884,  he  took  a  little  land  and 
a  house  on  the  promise  of  a  friend  advancing  the  required 
amount  of  rent.  After  the  details  of  the  property  agreement 
had  been  settled  the  guarantor  withdrew  his  promised  support. 
For  three  and  a  half  months  he  continually  worried  himself, 
night  and  day,  as  to  how  he  should  pay  the  debt  he  had 
incurred. 

In  February,  1885,  he  first  noticed  two  bald  places  at  the 
back  of  his  head,  the  size  and  shape  of  a  shilling ;  in  four 
days  from  this  time  all  the  head  hair  came  out,  like,  to  use 
the  man's  own  words,  the  hay  off  a  pitchfork,  with  the  excep- 
tion of  a  few  hairs  at  the  posterior  part  of  the  scalp.  In  a 
day  or  so  from  this  shedding,  the  face,  body,  and  limb  hairs, 
viz.  the  eyebrows,  eyelashes,  whiskers,  moustache,  and  those 
in  the  axilla,  over  chest,  back,  and  pubes,  and  the  hair  on  arms 
and  legs  began  to  be  shed,  and  in  four  days  the  hair  over 
the  above-mentioned  parts  had  entirely  disappeared.  In  nine 
or  ten  days  the  man  therefore  became  completely  bald,  with 
the  exception  of  the  few  hairs  at  the  back  of  the  head ;  these 
were  lost  ten  days  after  the  latter  shedding. 

He  says,  before  his  baldness  commenced  that  his  hair 
was  everywhere  particularly  strong  and  thick.  The  colour  of 
the  hair  of  head  was  chestnut,  that  of  the  whiskers  rather 
lighter.  At  present  I  am  unable  to  discover  a  single  hair  on 
his  body. 

His  teeth  are  very  good.  The  nails  were  never  affected  in 
any  way. 

The  skin  over  the  head  is  white  and  shiny;  the  follicles  are 
plainly  seen ;  the  body  skin  is  soft  and  silky  to  the  feel.     The 
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skin  sensation  has  never  been  affected  to  his  knowledge.  Has 
never  suffered  with  headaches  or  heat  of  skin. 

He  perspires  rather  more  freely  since  his  calamity  than 
before. 

No  organic  disease  is  discoverable. 

He  is  a  strong  and  active  man. 

Case  2. — W.  H.,  set.  44^  a  shoemaker.  Seven  years  ago 
his  hair  began  to  come  out  and  in  one  fortnight  had  all 
completely  disappeared ;  he  has  never  had  a  hair  appear  since. 

There  is  no  syphilitic  history  or  hereditary  history  of  an 
associated  character. 

The  cause,  he  alleges,  was,  that  two  or  three  days  before 
the  loss  of  the  hair  he  was  sleeping  at  the  top  of  the  house,  when 
in  a  sound  sleep  he  was  suddenly  awakened  in  a  great  fright  by  a> 
tremendous  clap  of  thunder ;  he  was  much  alarmed  at  the  time. 
Simultaneously  with  the  fall  of  his  hair  he  lost  the  nails  of 
the  great  toes  and  of  the  thumbs.  The  colour  of  his  hair  was 
lightish  brown.  I  am  unable  to  find  at  present  time  any  hairs 
on  his  body. 

He  is  a  strong  and  healthy  man. 

Case  3. — L.  L.,  set.  21,  a  billiard  marker.  In  April,  1884, 
the  hair  began  to  fall  out  in  spots  over  his  head,  and  in  one 
month  he  had  lost  the  hair  over  his  whole  body,  except  a  very 
few  downy  ones  over  the  top  of  the  scalp.  Five  months  later  a 
few  soft  hairs  commenced  to  grow,  and  have  continued  to  do  so 
most  sparingly  since.  To-day  there  are  to  be  seen  a  few  just 
at  back  and  side  of  the  head,  but  these  are  of  a  lanuginous 
character  for  the  most  part. 

He  is  a  healthy  and  well-built  man. 

For  three  weeks  before  the  fall  of  the  hair  his  head  seemed 
to  him  hot.  Sensation  is  not  affected.  The  colour  of  the  hair 
was  dark  brown  and  very  thick. 

He  gives  no  history  of  syphilis. 

His  great  uncle,  who  is  still  living,  aged  seventy-two,  lost 
the  hair  of  his  head  wholly  at  nineteen  years  of  age,  and  this 
has  never  been  reproduced;  the  hair  on  the  body  was  not 
affected. 

One  month  before  his  trouble  he  was  thrown  violently 
from  his  horse  upon  his  head ;  since  this  accident  his  memory 
has  been  defective,  and  he  is  now,  at  times,  exceedingly  drowsy. 

RemarTcs. — I  bring  these  three  cases  forward  this  evening 


122  Dr.  Tyson's  Cases  of  Universal  Alopecia. 

as  supporting  the  neurotic  origin  of  the  universal  form  of 
alopecia  areata,  and  also  to  uphold  the  view  that,  clinically, 
there  are  two  distinct  classes  of  the  disease  commonly  called 
alopecia  areata. 

Dr.  Dyce  Duckworth,  in  an  article  on  the  subject  in  the 
St.  Bartholomew's  'Reports'  for  1872^  has  called  attention  to 
the  above  two  statements,  but  I  hardly  think  that  they  are 
generally  sufficiently  recognised.  There  seems  little  doubt 
that  a  mental  trouble  or  a  physical  injury  is  sufficient  to  pro- 
duce this  alarming  change  in  the  condition  of  the  hair,  and, 
in  many  cases,  in  an  almost  incredible  space  of  time.  I  believe 
that  the  former  was  the  cause  of  the  calamity  in  the  case  first 
quoted,  and  that  the  latter  was  the  starting-point  in  the  cause 
of  hair  shedding  in  the  third  case. 

Dr.  Duckworth  has  recorded  a  case  of  universal  alopecia 
due  to  an  injury  (St.  Bartholomew's  'Reports,'  1872);  Mr. 
Cooper  Todd  also  another  case  ('Lancet,'  1869,  vol.  ii,  p.  69), 
after  cerebral  injury,  and  others  might  be  quoted  similarly 
explanatory. 

A  case  mentioned  in  the  second  volume  of  Holmes's 
'  System  of  Surgery,'  p.  31,  is  worth  mentioning  as  bearing 
upon  two  points  in  my  cases.  A  frigate  was  struck  by  light- 
ning on  the  night  of  February  21,  1812,  and  the  captain 
received  several  wounds  on  the  head ;  the  next  day,  when  he 
went  to  shave,  he  found  that  the  beard,  instead  of  being  cut, 
was  torn  out  by  the  action  of  the  razor,  and  since  that  day  it 
totally  disappeared.  The  hair  of  the  scalp,  eyelashes,  eye- 
brows, and  surface  of  the  body  fell  off  successively.  Since 
then  he  remained  entirely  hairless.  During  the  year  1813  the 
nails  of  the  fingers  scaled  away ;  those  of  the  toes  experienced 
no  such  visible  change. 

The  simultaneous  loss  of  hair  and  nails  in  my  third  case  is 
worth  noting.  I  have  not  found  another  similar  case,  although, 
considering  their  close  relationship,  one  might  have  expected 
to  have  met  more  frequently  the  associated  condition. 

In  Holmes's  case  the  nails,  and  then  only  those  of  the 
fingers,  were  not  shed  until  a  twelvemonth  after  the  loss  of 
the  hair. 

The  characteristics  of  the  class  of  case  that  has  been  brought 
forward  this  evening  seem  to  be  the  following  : 

The  affection  begins  in  the  scalp,  not  necessarily  in  spots  ; 
it  spreads  rapidly  until  the  whole  hair  of  the  body  is  lost. 

It  occurs  in  adults,  but  not  always  in  young  adults,  as  has 
been  stated. 
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The  prognosis  is  not  good ;  and  this  seems  to  become  worse 
as  age  advances. 

The  starting-point  of  the  disease  can  often  be  traced  to  a 
neurotic  cause. 

The  above  class  of  alopecia  areata  contrasts  strongly  with 
the  class  ordinarily  met  with.  Here  the  characteristics  are, 
that  the  disease  begins  in  youth  in  scattered  bald  patches  on 
the  scalp  and  not  spreading  beyond  this  region ;  the  prognosis 
is  good,  the  complaint  lasting  seldom  longer  than  a  twelve- 
monta.     No  cause  is  generally  discoverable. 

The  former  or  more  serious  class  of  the  disease  has  been 
said  to  occur  in  weakened  constitutions,  but  the  cases  quoted 
do  not  bear  out  this  statement. 

My  paper  is  essentially  a  clinical  one.  I  have  had  little 
opportunity  of  examining  the  hair  in  the  universal  form  of 
alopecia  areata  as  may  be  readily  understood.  The  few  hairs 
that  were  obtained  from  Case  3  gave  no  evidence  of  a 
parasitic  origin  of  the  disease. 


124        Dr.  Hale  White's  Oase  of  Hysterical  Pyrexia. 


XXIII. — Hysterical  Pyrexia.      By  W.  Hale  White, 
M.D.     Bead  February  12,  1886. 

ESTHER  N — y  set.  18,  a  macliinery  assistant  at  a  confec- 
tioner's, was  admitted  under  Dr.  Pye- Smith,  August 
10,  1885. 

On  admission. — Is  feverish,  with  pain  in  the  abdomen 
and  diarrhoea.  The  patient  first  complained  of  pain  in  the 
abdomen  fourteen  days  ago.  She  suffered  from  constipation ; 
purgatives  that  are  the  cause  of  the  present  diarrhcea  have 
been  given.  There  has  been  no  sickness ;  pain  in  the  right 
iliac  region  has  been  present. 

The  family  history  is  good.  She  is  liable  to  bilious 
attacks,  but  otherwise  her  health  is  very  good.  There  is  a 
soft  systolic  functional  murmur ;  there  is  no  abdominal  disten- 
sion ;  pain  is  complained  of  in  the  left  iliac  region ;  the  splenic 
dulness  is  slightly  increased.  The  rest  of  the  organs  are  quite 
healthy.  Temp.  104°,  pulse  112.  At  6  o'clock,  three  hours 
after  admission,  the  temperature  was  104*6°,  pulse  120, 
reap.  36. 

August  11,9  A.M. — Temp.  104*6°;  by  cold  sponging  it  was 
brought  down  to  102°,  but  in  an  hour  rose  to  103*2°,  and  by 
6  P.M.  was  105°,  but  it  was  brought  down  again  by  sponging. 
The  patient  complains  of  headache  and  pain  in  right  iliac 
region. 

August  12. — Temperature  still  up,  but  not  so  high  as  for- 
merly, being  102°  in  the  morning  and  103*6°  in  the  evening. 

August  13. — Temp.  99*2°  in  the  morning,  102°  in  the 
evening. 

August  14. — Temp.  98°  in  the  morning,  99*2°  in  the  even- 
ing. Bowels  open  at  6  p.m.  Is  much  better;  pain  in  the 
right  iliac  region  much  less;  was  sick  twice  last  night. 

From  this  time  onwards  the  patient  continued  to  do  well, 
having  no  unfavorable  symptoms.  She  left  the  hospital  on 
August  30.  During  no  part  of  her  illness  were  there  any 
physical  signs. 

September  9. — The  patient  was  readmitted  under  my  care. 
Her  mother  said  she  felt  quite  well  after  her  discharge,  but 
rather  weak.  She  returned  to  her  work  on  September  8, 
when  she  was  suddenly  taken  ill  with  severe  pain  in  her  left 
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side.  She  wandered  in  her  speech.  The  next  day  she 
managed  to  walk  to  the  hospital  with  the  help  of  her  mother, 
but  she  could  hardly  get  along  the  street. 

On  admission. — Patient  is  well  nourished.  Flushed  face, 
skin  hot  and  dry,  she  complains  of  frontal  headache.  Her 
abdomen  is  retracted,  there  is  no  abnormal  resistance,  there 
are  no  enlarged  glands  in  the  groin.  She  complains  of  pain 
and  tenderness  on  the  left  side,  about  midway  between  the 
ribs  and  the  crest  of  the  ilium,  and  tenderness  on  pressure  in 
the  epigastric  region.  There  is  nothing  whatever  to  be  felt 
in  the  abdomen,  and  as  it  is  much  retracted  it  is  hardly  pos- 
sible that  anything  abnormal  can  exist  and  not  be  felt.  She 
generally  lies  on  the  right  side.  There  is  no  tenderness 
along  the  spine  or  in  the  sacro-iliac  joints.  On  careful  exami- 
nation it  was  observed  that  she  hardly  ever  located  the  pain 
twice  in  the  same  place  ;  thus  at  different  examinations  during 
the  first  day  of  admission  she  referred  it  to  the  region  of  the 
spleen,  to  that  of  the  kidney,  over  the  ilium  (saying  the  pain 
was  in  the  bone),  and  to  the  epigastrium.  When  I  first  came 
to  the  bedside  she  said  she  was  tender,  that  she  could  not  sit 
up,  and  that  she  could  not  turn  on  her  left  side,  but  after 
engaging  her  attention  in  conversation  she  permitted  me  to 
manipulate  her  abdomen  quite  freely  without  showing  any 
sign  of  pain.  On  asking  her  to  sit  up  she  did  so,  and  on 
asking  her  to  turn  on  her  left  side  she  did  it  j  in  neither  of 
these  movements  did  she  show  any  sign  of  pain.  The  urine 
contained  a  faint  trace  of  albumen  and  one  or  two  pus-cells, 
but  this  might  easily  have  come  from  any  slight  vaginal  dis- 
charge. Temp.  103°.  All  the  organs  of  the  body  appear 
healthy. 

September  10. — Patient  had  a  rigor.  At  2.45  p.m.  the 
temperature  was  105°,  but  at  10  p.m.  it  was  99°. 

September  11. — Patient  feels  no  pain,  but  complains  of 
abdominal  tenderness  on  pressure.  She  vomited  during  the 
night,  bringing  up  a  quantity  of  greenish  matter.  Urine  as 
before,  except  that  it  contains  a  few  squamous  epithelial  cells, 
urea  1'8  per  cent.     Temp.,  6  a.m.,  98*6°  ;  6  p.m.,  104° 

September  12. — There  is  no  tenderness  in  the  loin,  but 
there  is  some  in  the  epigastric  region.  She  vomited  last 
night.     6  P.M.,  temp.  102°;  10  p.m.,  98-8°. 

September  13. — No  vomiting,  headache,  or  tenderness; 
temperature  sank  to  normal  to-day.  From  this  date  onwards 
the  temperature  remained  normal,  and  the  patient  had  no 
further  pain  or  tenderness. 
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It  will  very  naturally  be  asked  what  are  the  features  of 
this  case  that  lead  one  to  look  upon  it  as  one  of  hysterical 
pyrexia.  I  do  not  think  anyone  seeing  the  patient  could 
doubt  but  that  the  pain  was  subjective ;  its  shifting  locality 
was  very  characteristic ;  thus,  in  the  first  illness  it  is  described 
as  being  in  the  right  iliac  region  and  then  in  the  left ;  in  the 
afternoon  of  the  first  day  of  her  second  admission  the  ward 
clerk  told  me  that  the  pain  was  complained  of  in  the  epigas- 
trium, but  the  patient  first  put  her  hand  on  the  crest  of  the 
ilium  and  said  the  pain  was  there ;  subsequently  on  the  same 
day  she  placed  it  in  the  lumbar  region  and  in  the  splenic 
region.  Thus  within  twelve  hours  we  had  the  pain  placed  in 
four  different  places.  When  I  first  went  to  the  bedside  she 
said  that  she  was  very  tender  over  the  painful  part,  but  whilst 
I  was  engaged  in  conversation  with  her  she  allowed  me  to 
use  considerable  pressure  over  what  she  considered  to  be  the 
painful  part  without  showing  any  signs  of  pain.  At  first  she 
protested  that  she  could  not  sit  up,  but  after  her  attention  was 
diverted  she  sat  up  easily  without  any  pain.  Then,  again,  the 
most  careful  and  thorough  examination  failed  to  discover  any 
objective  cause  whatever  for  the  pain.  The  abdomen  was 
most  markedly  retracted  so  that  typhoid  peritonitis  was 
excessively  improbable ;  the  parietes  were  so  thin  that  any 
abnormal  enlargement  of  any  organ  must  have  been  felt,  and 
any  abnormal  tenderness  must  have  been  perceived  by  the 
patient ;  and  if  anything  of  an  inflammatory  nature  had  caused 
the  pyrexia  it  must  have  been  something  considerable,  for 
the  temperature  reached  105°.  There  was  nothing  in  the 
chest  to  account  for  the  symptoms.  There  was  no  tenderness 
in  the  spine,  in  the  hip-,  or  sacro-iliac  joints.  Thus  there  is 
not  a  particle  of  evidence  that  the  temperature  was  due  to 
inflammation.  Was  it  due  to  a  zymotic  disease  ?  If  so,  it 
must  have  been  typhoid,  and  of  this  the  only  evidence  was 
the  fever,  but  this  was  very  unlike  typhoid,  for  not  only  were 
both  attacks  very  short,  but  the  diurnal  variations  were  very 
erratic;  thus  on  September  10  it  was  105°  at  3  p.m.,  and  99° 
at  10  P.M. ;  the  next  day  at  2  a.m.  it  was  102-2°,  at  6  a.m.  98*6°. 
Considering  that  not  only  were  some  features  of  the  case,  such 
as  the  retracted  abdomen,  directly  against  typhoid,  but  that 
there  were  no  symptoms  of  that  disease  except  a  pyrexia  very 
short  and  very  erratic,  surely  the  diagnosis  of  typhoid  would 
hardly  be  justified.  Now,  if  the  temperature  were  not  inflam- 
matory and  not  zymotic,  it  must  have  been  directly  neurotic. 
But  there  is  no  evidence  that  injury,  growth,  or  inflammatory 
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action  affected  any  part  of  the  nervous  system,  therefore  the 
rise  of  temperature  must  have  been  hysterical.  I  have  briefly 
run  through  the  process  by  which  this  diagnosis  may  be 
arrived  at  by  a  method  of  exclusion,  because  I  do  not  want  it 
to  be  thought  that  one  has  not  considered  all  the  other  possi- 
bilities, but  I  hope  now  to  show  that  not  only  is  the  case  to 
be  diagnosed  by  exclusion,  but  that  there  are  certain  positive 
features  about  it  which  point  to  its  being  one  of  hysterical 
pyrexia.  First,  there  is  the  extremely  erratic  character  of  the 
temperature,  which  has  already  been  referred  to ;  in  all  the 
cases  of  hysterical  pyrexia  of  which  I  can  find  record  this  is  a 
marked  characteristic.  Not  only  is  it  a  diurnal  but  a  general 
irregularity  ;  thus  in  this  case  on  September  10  the  tempera- 
ture was  105°,  on  September  11  it  was  104°,  and  on  September 
12  98"  8°  Secondly,  there  is  the  fact,  as  shown  by  the  cha- 
racter of  the  pain,  that  the  patient  was  otherwise  hysterical ; 
this  I  find  to  be  a  common  factor  in  many  of  the  recorded 
cases.  Thirdly,  there  are  the  age  and  sex  of  the  patient. 
All  the  recorded  cases  are  in  girls  of  about  the  age  at  which 
hysteria  is  most  prevalent.  The  next  question  is.  Do  any  of 
the  patient's  symptoms  militate  against  the  view  that  her 
pyrexia  was  hysterical  ?  I  think  not.  The  one  or  two  pus-cells 
in  the  urine  can  easily  be  explained  in  the  female  sex  by  some 
slight  vaginal  discharge.  The  epithelium  was  also  vaginal, 
whilst  the  trace  of  albumen  was  simply  a  result  of  the 
pyrexia;  it  has  been  formerly  observed  in  cases  of  hysterical 
pyrexia.  The  delirium  mentioned  as  happening  once  can  be 
explained  in  the  same  way.  Rigors  have  also  been  previously 
observed  in  cases  of  hysterical  pyrexia. 

Although  there  are  now  several  cases  recorded  in  England, 
and  in  France  a  few,  of  hysterical  pyrexia,  still,  as  a  rule, 
the  physician  who  has  recorded  them  has  done  nothing 
more,  and  has  refrained  from  giving  them  any  name. 
Briquet,*  twenty-five  years  ago,  described  hysterical  fever, 
but  has  given  no  thermometric  records  of  his  cases,  and  Rossf 
only  devotes  a  page  to  them  in  his  '  Diseases  of  the  Nervous 
System.'  In  fact,  so  little  is  hysterical  pyrexia  recognised 
that  a  good  deal  of  scepticism  exists  as  to  its  existence,  but 
this  is  due  to  a  mistaken  notion  that,  in  hysteria,  only  those 
functions  over  which  the  will  has  some  control  can  be  affected, 
and  also  to  the  fact  that  it  is  not  sufficently  recognised  that  not 
only  is  the  regulation  of  the  loss  of  heat  by  the  medium  of  the 

*  De  VJiysterie, 

t  Diseases  of  Nervous  System,  vol.  ii,  2nd  edition. 
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vaso-motor  nerves  under  the  influence  of  the  nervous  system, 
but  that  thermogenesis  itself  is  directly  controlled  by  nerves 
which,  having  their  origin  in  the  cerebral  hemisphere,  pro- 
ceed to  the  muscles.  It  would  be  beyond  the  scope  of  the 
present  communication  to  enter  into  the  proof  of  this,  more 
especially  as  I  have  elsewhere*  treated  it  from  a  clinical  point 
of  view,  but  all  recent  writers  are  agreed  that  the  nervous 
system  has  most  important  heat-producing  and  heat-controlling 
powers.  Having  once  grasped  the  facts  that  it  is  not  necessary 
that  the  will  should  have  any  control  over  a  function  which 
is  hysterically  deranged  and  also  that  the  nervous  system 
regulates  the  heat  of  the  body,  there  is  no  reason  whatever 
why  hysterical  pyrexia  should  not  exist ;  for,  as  Dr.  Wilkst 
says,  ''  Hysteria  is  a  nervous  disorder  in  which  the  nervous 
system  is  deranged  without  the  existence  of  any  organic  dis- 
ease." Therefore,  hysterical  pyrexia  is  a  nervous  disorder 
in  which  that  part  of  the  nervous  system  which  presides  over 
the  temperature  of  the  body  is  deranged.  The  highest  calorific 
centre  is  probably  somewhere  on  either  side  of  the  fissure  of 
Rolando,  or  in  the  corpus  striatum ;  from  it  calorific  nerves 
extend  to  the  thermogenetic  tissues,  the  muscles ;  during  health 
this  cerebral  centre  exercises  a  perpetually  restraining  influ- 
ence on  the  thermogenesis  of  the  body.  The  patient  suffering 
from  hysteria  has,  to  use  Dr.  Savage's  phrase,  a  mad  calorific 
area,  just  as  a  patient  with  hysterical  paralysis  has  a  mad 
motor  area.  If,  as  is  probable,  there  be  secondary  heat 
centres  lower  down  in  the  cord,  either  they  or  the  cerebral 
ones  may  be  affected  in  hysteria.  Although  so  little  has  been 
written  concerning  hysterical  pyrexia  it  does  not  seem  to  me 
to  be  one  whit  more  strange  than,  for  example,  hysterical 
vasomotor  paralysis  of  which  Weir  MitchellJ  gives  several 
examples,  the  most  extraordinary  of  which  is  that  of  a  lady 
whose  abdomen  swelled  up  at  times  from  vaso-motor  paralysis 
of  all  the  abdominal  vessels  and  consequent  influx  of  blood  to 
the  abdomen.  He  also  gives  examples  of  hysterical  affection 
of  the  cardiac  nervous  system  in  some  of  which  the  pulse  was 
so  rapid  as  to  be  uncountable,  and  in  others  it  was  unusually 
slow,  indeed,  in  one  case,  as  far  as  one  could  judge  by  auscul- 
tation, the  heart  completely  stopped  for  a  short  time.  One  of 
the  patients  affected  with  hysteria  of  her  cardiac  nervous  system 

*  "  The  Theory  of  a  Heat  Centre  from  a  Clinical  Point  of  View,"  Gut/'s  Hosp. 
Eep.,  vol.  xlii.     "  The  Neurotic  Theory  of  Pyrexia,"  Practitioner,  Jan.,  1886. 
t  Lectures  on  Diseases  of  the  Nervous  System. 
j  Weir  Mitchell,  Diseases  of  Nervous  System. 
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had  a  temperature  of  97°  to  97'5°  in  the  morning  and  100° 
to  101*5°  in  the  evening.  Then  as  examples  of  other  extra- 
ordinary hysterical  phenomena^  one  need  only  mention  chrome- 
drosis  and  hgematidrosis^  both  of  which  Bouveret*  attributes 
to  hysteria,  for  they  frequently  occur  in  hysterical  women,  and 
the  hysterically  increased  galactorrhoea  described  by  Brequet 
and  the  hysterical  ischuria  of  Charcot. 

The  cases  of  hysterical  pyrexia  hitherto  recorded,  which 
I  have  been  able  to  find,  are  one  each  by  Greig- Smith, 
Ormerod,  Cheadle  and  Iliffe,  references  to  all  of  these  being 
given  in  Dr.  Donkin'st  paper  describing  his  case.  The  other 
Englishmen  who  have  described  cases  are  Steell,f  Mahomed,§ 
Stephen  Mackenzie, ||  and  myself.^  I  may  perhaps  be  excused 
if  I  refer  for  a  moment  to  my  own  two,  as  they  were  such 
marked  cases.  Both  were  otherwise  hysterical;  in  one  no 
blood  flowed  when  the  patient  was  pricked.  She  was  much 
improved  by  treatment  by  metallo-therapy.  The  other  had 
been  twice  in  the  hospital  before  for  hysteria.  On  admission, 
her  temperature  was  1022° ;  the  next  day  it  was  98'8°,  but  the 
next  102°  ;  the  next  after  that  103°,  and  from  that  time  onwards 
it  remained  up  for  several  days.  Teale's**  remarkable  case  was, 
I  think,  undoubtedly  hysterical,  but  perhaps  some  would  not 
consider  it  to  be  so  on  account  of  the  injury  the  young  lady  had 
received.  In  America,  Weir  Mitchell  has  described  a  case  of 
hysteria  in  which  the  temperature  rose  ;  this  one  I  have  already 
mentioned.  In  France,  Du  Castelff  in  1884  and  DeboveJJ  in 
1885  brought  cases  before  the  Societe  Medicale  desHopitaux. 
I  do  not  know  of  any  cases  recorded  in  German  medical 
literature.  Thus,  including  the  case  which  forms  the  basis  of 
the  present  paper,  I  have  been  able  to  find  sixteen  cases,  and, 
judging  by  them,  the  following  seem  to  be  the  chief  features 
of  hysterical  pyrexia  : — First,  it  always  occurs  in  girls ; 
secondly,  they  are  often  otherwise  hysterical ;  thirdly,  they 
are  always  of  that  age  at  which  hysteria  is  most  common ; 
fourthly,  ovarian  pain  and  tenderness  is  often  present ;  fifthly, 
rigors  may  be  present ;  sixthly,  other  symptoms  more  or  less 

*  Med.  Secord,  ix,  93,  and  Journal  de  Med.,  Jan.,  1881. 

t  Lancet,  1878,  vol.  i,  p.  678,  and  1879,  vol.  i,  p.  367  and  401. 

i  Lancet,  1879,  vol.  ii,  p.  270. 

§  Lancet,  1881,  vol.  ii,  p.  790. 

II    Clin.  Soc.  Trans.,  1881. 

<j|  «  The  Theory  of  a  Heat  Centre  from  a  Clinical  Point  of  View,"  Oui/'s  Hosp. 
Rep.,  vol.  xlii.  Cases  17  and  18. 
**   Clin.  Soc.  Trans.,  1875. 
tt  Le  Prog.  Med.,  1884. 
XX  Ibid.,  1885. 
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connected  with  the  temperature  are  often  present,  viz.  delirium, 
rapid  pulse,  flushings,  a  trace  of  albumen  in  the  urine,  &c., 
but  any  one  or  all  may  be  absent ;  seventhly,  the  charactei-istics 
of  the  temperature  are  its  erratic  behaviour  both  diuriially 
and  generally  often  varying  in  different  parts  of  the  body, 
and  quite  unlike  the  temperature  of  any  known  inflammation 
or  fever,  as  well  as  the  occasional  great  height  which  it  may 
attain.  The  diagnosis  is  arrived  at  by  a  consideration  of  the 
above  points  and  by  making  oneself  assured  that  there  is  no 
other  cause  for  the  pyrexia.  Other  questions  which,  however, 
space  has  prevented  my  entering  upon,  are  whether  those 
obscure  cases  of  pyrexia  in  which  death  occurs  without  any- 
thing being  found  post  mortem  are  hysterical,  and  also  how 
so  great  a  rise  as  that,  for  example,  recorded  in  Dr.  Mahomed's 
case,  is  compatible  with  life.  The  question  of  fraud  on  the 
part  of  the  patient  has  not  been  discussed,  because  so  many 
of  the  cases  here  mentioned  have  been  watched  so  carefully 
to  prevent  it  that  it  is  impossible  to  believe  that  it  can  have 
been  the  cause  of  the  pyrexia  in  all,  although  it  was  the  cause 
in  one  case  at  least,  viz.  Dr.  Stephen  Mackenzie's ;  in  others 
again  the  temperature  was  taken  in  the  mouth  and  rectum  as 
well  as  the  axilla. 
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XXIV. —  Cases  of  Meningitis  of  Obscure   Origin.     By 
James  F,  Goodhart.     Bead  February  12,  1886. 

A  YOUNG  lady,  aet.  18,  whom  I  saw  with  Dr.  John  Phillips, 
with  a  neurotic  family  history,  but  who  herself  had 
always  enjoyed  exceptionally  good  health,  left  her  home  on  a 
visit  twenty-one  days  before  her  death  in  perfect  health.  The 
next  day  she  went  into  a  house  and  smelt  some  bad  smell  which 
affected  her  much,  and  almost  immediately  she  felt  unwell. 
She  continued  to  feel  so  ill  that  instead  of  staying  out  her  visit 
she  came  home  at  the  end  of  a  fortnight.  She  was  then  com- 
plaining of  bad  headache  and  she  was  frequently  sick ;  her 
temperature  being  steadily  at  about  102^,  morning  and 
evening. 

I  saw  her  on  the  seventeenth  day  of  her  illness,  the  sickness, 
headache,  and  pyrexia  having  continued,  and,  latterly,  there 
had  also  been  double  vision. 

One  could  hardly  imagine  a  more  healthy-looking  girl  as 
regards  robustness  and  general  condition,  but  there  was  a 
constant  frown  ;  the  pupils  were  dilated  and  sluggish  in  action, 
even  to  strong  light ;  there  was  double  vision,  and  the  right 
external  rectus  was  paretic,  the  patient  being  unable  to  move 
the  eyeball  beyond  the  middle  line.  The  fundus  of  the  eye 
was  normal,  or  at  most  the  edge  of  the  left  optic  disc  was, 
perhaps,  very  slightly  blurred.  She  became  giddy  when  she 
sat  up  in  bed,  and  complained  of  pain  and  stiffness  in  her 
neck  and  back.  The  pulse  was  90,  regular,  the  temperature 
102 '4°,  the  abdomen  markedly  retracted,  but  the  bowels  were 
acting  freely  to  aperients. 

The  next  day  (the  eighteenth  of  her  illness)  she  was  in 
many  respects  better;  the  temperature  100  6°  and  101'G,° 
pulse  100,  quite  regular;  rather  less  headache,  but  the  double 
vision  remained  and  the  pupils  were  widely  dilated  and  hardly 
acting.  I  again  examined  the  fundus  oculi  carefully  and  could 
detect  no  trace  of  neuritis. 

The  nineteenth  day  her  head  was  better ;  she  had  lost  her 
frown,  but  she  had  been  a  little  delirious  in  the  early  morning 
and  was  complaining  now  of  a  terrible  stiffness  in  her  neck. 
There  had  been  no  more   sickness ;  she    had  slept   only  in 


132  Dr.  Goodtart's  Cases  of  Meningitis. 

snatches,  and  there  was  a  general  tremulousness  which  seemed 
to  me  to  betoken  a  spinal  meningitis.  She  became  much  more 
delirious  soon  after  I  saw  her,  complained  of  intense  pain  in 
the  head,  became  rapidly  comatose,  and  died.  No  post-mortem 
examination  could  be  obtained. 

Case  2  is  that  of  a  girl,  aet.  4|,  under  the  care  of  Mr. 
Atkins,  of  Woolwich.  The  father  is  a  publican  and  a  toper. 
The  mother,  a  sensible  woman,  has  eczema.  An  older  child 
than  this  one  died  a  few  months  before  of  meningitis. 

She  was  taken  ill  on  May  22  with  what  the  mother  consi- 
dered to  be  measles,  but  she  was  not  seen  by  Mr.  Atkins  until 
the  27th,  by  which  time  the  eruption  was  fading,  but  it  had  all 
the  appearance  of  measles.  The  temperature  was  103°,  and 
there  was  a  little  pneumonia  at  the  left  base.  The  tempera- 
ture subsided  and  all  seemed  going  on  well  when,  three  or  four 
days  after,  the  head  became  retracted,  with  pain  on  movement, 
and  pyrexia  became  established,  the  temperature  remaining 
pretty  constantly  at  103°.  Thus  it  remained  for  about  twelve 
days,  when  it  began  to  oscillate,  being  normal  or  nearly  so  in 
the  morning,  103°  at  night.  She  had  been  frequently  sick ; 
the  head  had  remained  obstinately  retracted,  and  rigid  spasms 
were  produced  by  touching  or  moving  her. 

The  child's  home  looked  an  eminently  unhygienic  one  ; 
the  father  appeared  to  be  half-witted  from  drink ;  the  mother, 
however,  seemed  a  healthy  woman.  The  child  was  lying  in 
bed,  much  wasted,  with  retracted  neck,  staring  eyeballs,  and 
it  was,  for  the  most  part,  oblivious  of  its  surroundings.  She 
took  no  notice,  except  to  say,  "  Get  away  "  if  she  were  touched 
or  to  call  "  Mamma.'"  She  did  not  like  being  moved,  but  it  did 
not  appear  to  hurt  her,  nor  did  it  make  her  rigid  in  any  way. 
She  swallowed  well.  There  was  lateral  oscillation  of  both 
eyeballs,  but  no  paralysis.  The  optic  discs  on  both  sides  were 
hazy  and  woolly  looking,  but  the  right  much  more  so  than  the 
left,  and,  in  addition,  there  was  a  haemorrhage  on  the  lower  and 
inner  part  of  this  disc. 

There  was  slight  tache  and  the  abdomen  was  retracted. 
The  glands  were  enlarged  along  the  right  sterno-mastoid,  and 
there  were  unhealthy  sores  on  the  ear  and  thumb,  but  these 
were  said  to  have  followed  her  illness. 

The  fauces  and  external  auditory  meatus  were  normal. 
This  child  remained  in  a  semi-comatose  state  for  a  fortnight, 
when  it  gradually  recovered,  the  only  sign  left  being  great 
deafness  in  both  ears. 

To  these  notes  it  has  to  be  added  that  a  younger  child,  get.  1 8 
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months,  about  five  days  after  this  child  was  seen  first,  had 
a  regular  attack  of  measles — the  case  being  followed  through- 
out— and  she  did  well,  but  on  the  fifth  day  rigors  and  vomiting 
came  on  and  the  temperature  rose  to  103°,  and  the  child 
passed  into  a  similar  but  less  severe  condition  to  that  of  her 
older  sister,  with  retracted  neck,  semi-coma,  and  spasm  when 
touched.  For  a  long  time  both  children  occupied  the  same 
bed,  and  seemed  in  a  similar  state,  but  four  days  before  I  saw 
them  the  younger  had  begun  to  mend  and  had  rapidly  got 
well. 

To  this  case  and  that  of  the  infant  I  will  add  that  of 
another  infant  which  has  occurred  to  me  since  these  notes  were 
written.  It  cannot  be  said  to  be  of  obscure  origin  inasmuch 
as  the  child  died  and  an  autopsy  has  cleared  up  the  obscurity 
that  existed ;  but  had  an  autopsy  not  been  made  there  would 
have  been  similar  difiiculties  in  tracing  its  origin  to  those  in 
the  other  cases. 

A  female  infant,  eet.  4  months,  was  brought  to  the  out- 
patient room  at  the  Evelina  Hospital  for  convulsions  which 
rapidly  succeeded  each  other.  It  had  been  ill  for  a  week  with 
heats  and  sweats.  As  it  seemed  very  ill  I  thought  it  right  to 
admit  the  child,  and  particularly  as  I  was  anxious  to  see  if 
enemata  of  bromide  of  potassium  would  relieve  the  convulsions. 
A  dose  of  five  grains  of  iodide  and  five  of  bromide  of  potassium 
had  been  given  by  the  mouth  in  the  out-patient  room  and  two 
ten-grain  doses  of  the  bromide  were  administered  per  rectum 
on  admission,  with  a  two  hours'  interval  between  them,  and  the 
convulsions  ceased  within  twenty-four  hours — whether  in  con- 
sequence thereof  I  will  not  venture  to  say.  But  there  remained 
a  much  retracted  neck,  pain  on  movement,  indeed  con- 
stant moaning,  and  a  markedly  oscillating  temperature,  which 
reached  107°  at  one  time. 

There  was  double  optic  neuritis,  but  the  change  was 
considerably  more  advanced  on  the  right  side  than  the  left. 
Shortly  before  its  death  I  thought  that  the  left  side  showed  a 
momentary  spasm — both  of  arm  and  leg — when  handled,  but 
it  was  so  transient  that  I  could  not  be  sure. 

We  discussed  the  nature  of  this  case  several  times.  There 
was  absolutely  no  history  of  syphilis,  and  there  was  no  dis- 
charge from  either  ear,  and  no  tenderness  on  firm  pressure 
over  the  mastoid  region ;  but  it  must  be  confessed  that  an 
examination  of  the  ear  with  the  speculum  was  one  of  the 
things  which  was  to  be  done  on  the  morrow  which  never  came. 
Mr.    Braddon  and   I   made  an  inspection  post-mortem,  and 
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found  suppurative  meningitis  over  the  right  half  of  the  brain  ; 
and  both  middle  ears  full  of  pus.  The  fauces  were  quite 
healthy,  the  Eustachian  tubes  also,  and  the  membrana  tym- 
pani  also  on  either  side.  There  was  also  thrombosis  of  the 
lateral  sinus  on  the  right  side,  and  a  very  interesting  condi- 
tion of  cerebral  softening,  which,  as  it  is  beside  the  present 
point,  I  will  not  now  dwell  upon  or  describe. 

The  last  case  is  that  of  a  widow  lady,  aet.  about  50,  who,  after 
a  time  of  much  anxiety  and  fatigue  in  nursing  a  close  relative, 
began  to  feel  cold  and  ill.  Intense  headache  and  pain  in  her 
back  supervened.  For  the  three  days  before  I  saw  her  she 
had  had  double  vision.  She  was  under  the  care  of  Dr. 
Herbert  Evans,  of  Hampstead.  She  was  in  bed  with  a  normal 
temperature,  with  a  quiet,  rather  feeble,  and  not  quite  regular 
pulse  of  80.  She  did  not  like  the  light,  but  bore  an  ophthal- 
moscopic examination  without  trouble.  No  sickness;^  no 
constipation  J  appetite  bad. 

She  described  the  pain  all  over  the  vertex  and  down  her 
back  as  terrible ;  a  peculiar  tight  girdling  pain  which  was  much 
worse  when  she  sat  up. 

There  was  troublesome  double  vision,  the  external  rectus 
on  both  sides  being  hampered,  the  right  external  rectus  moving 
more  sluggishly  than  the  left. 

The  ophthalmoscopic  examination  did  not  at  first  show 
anything  decided;  the  inner  edge  of  each  disc  was  perhaps  a 
little  cloudy,  but  ten  days  later  I  noted  that  the  discs  were 
both  hazy  from  slight  greyish  swelling. 

Careful  inquiries  were  made  with  reference  to  syphilis,  but 
no  history  of  it  whatever  could  be  obtained. 

The  headache  and  pain  in  the  back  were  so  severe  that, 
with  the  paresis  of  the  external  recti,  it  looked  to  me  like 
cerebro-spinal  meningitis,  which,  as  is  well  known,  need  not 
be  associated  either  with  fever  or  vomiting.  But,  looking  to 
the  fact  that  she  was  pale  and  exhausted  from  nursing  a 
troublesome  and  anxious  case,  I  hoped  it  might  be  some  vague 
product  of  her  late  occupation,  and  she  was  therefore  given 
good  nourishment,  without  stimulant,  and  iron  and  quinine 
internally.  She  derived  very  little  benefit  from  this ;  the 
headache,  pain  in  the  back,  and  double  vision  were  much  the 
same  and  the  changes  in  the  disc  became  rather  more  evident. 
She  was  then  put  upon  iodide  of  potassium  and  perchloride  of 
mercury,  and  under  this  treatment  she  very  slowly  convalesced. 
Within  a  fortnight  she  had  decidedly  improved.  At  the  end 
of  six  weeks  the  optic  discs  had  resumed  a  natural  appearance 
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and  the  external  recti  were  acting  better,  the  images  being 
much  closer  together.     The  patellar  reflexes  were  exaggerated. 

Three  or  four  months  elapsed  before  recovery  was  com- 
plete. 

These  notes  represent  two  or  three  groups  of  cases,  or 
rather  each  case  raises  several  issues  as  regards  its  origin.  In 
the  first  case  a  healthy  girl  is  suddenly  taken  ill,  apparently 
in  connection  with  the  inhalation  of  sewer  gas  or  something 
noxious.  In  the  absence  of  an  autopsy  it  is  impossible  to 
exclude  a  tubercular  origin,  or  even  one  from  internal  otitis. 
But  the  probabilities  seem  to  me  to  favour  neither  view,  and 
therefore  I  shall  venture  to  consider  it  as  cerebro-spinal 
meningitis  of  septic  origin. 

In  the  next  two  cases  two  medical  men,  Mr.  Atkins  and 
Mr.  Sharp,  of  Plumstead,  had  seen  the  elder  of  the  two 
children  and  inclined  to  consider  the  disease  cerebro-spinal 
fever,  and  no  exception  can  be  taken  to  such  an  opinion. 
But  if  we  go  any  further  and  inquire  as  to  the  cause  in  this 
instance,  several  possibilities  suggest  themselves..  Was  it 
simply  the  outcome  of  measles,  such  as  is  the  occasional  asso- 
ciation of  meningitis  with  diphtheria  ?  Was  it  an  accidental 
association  of  cerebro-spinal  fever  with  measles,  or  was  it  latent 
internal  otitis  ?  From  a  practical  point  of  view  probably  the  last 
suggestion  is  the  most  important,  for  I  suspect  that  I  do  but 
state  the  experience  of  most  of  us  when  I  say  that  the  more  I 
see  of  meningitis,  and  the  more  I  make  autopsies  of  such 
cases,  the  more  uncertain  I  become  as  to  the  nature  of  any 
given  case.  Otitis  interna  is  so  frequent,  and  at  the  same 
time  may  give  so  little  evidence — none  at  all,  I  feel  inclined 
to  say — of  its  presence  that  one  may  well  hesitate  to  give  an 
opinion.  Otitis  interna  may  exist,  and  does  frequently  exist, 
without  any  appreciable  evidence  of  disease  in  the  throat, 
without  any  implication  of  the  membrana  tympani;  and  I 
should  suppose,  also,  from  the  frequency  with  which  it  occurs 
on  the  post-mortem  table,  when  it  has  not  been  suspected 
during  life,  that  it  occurs  without  any  marked  influence  on 
the  keenness  of  hearing.  But  one  of  the  questions  I  wanted 
to  raise  as  bearing  on  the  subject  is,  first,  whether  the  experi- 
ence of  aural  surgeons  enables  them  to  say  that  the  appear- 
ance of  the  membrana  tympani  in  these  cases  is,  to  their 
knowledge,  suflBciently  characteristic  to  allow  of  a  positive 
diagnosis  ;  and,  secondly,  if  so,  does  their  experience  allow  them 
to  say  that  the  symptoms  may  be  relieved  or  meningitis 
averted  by  timely  incision  of  the  membrana  tympani.     My 
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own  experience  in  the  post-mortem  room  does  not  lead  me  to 
think  that  bulging  of  the  membrana  is  a  frequent  condition, 
and  I  am  reluctantly  obliged  to  think  that  the  nature  of  not 
a  few  of  these  cases  cannot  be  determined  during  life. 

As  regards  the  other  possibilities  that  I  named  I  will  only 
touch  upon  one,  the  one  that  brings  it  into  relation  with  my 
first  case,  viz.  that  the  cerebro-spinal  meningitis  may  have 
been  due  to  the  measles  poison.  That  two  cases  in  one  house 
should  follow  a  similar  course  gives  some  colour  to  this  suppo- 
sition when  they  do  not  stand  alone  but  are  in  accord  with  the 
facts  of  allied  diseases. 

But,  it  may  be  argued,  that  it  has  been  contended  of  late 
years  that  acute  inflammations  of  serous  membranes  are  rarely 
idiopathic  ;  that  a  careful  examination  seldom  fails  to  find 
some  local  disease;  and  that  one  of  these  children  remaining 
permanently  deaf  brings  the  case  most  probably  within  the 
group  of  otitis  interna.  I  should  contend  that  this  doctrine 
is  true  as  far  as  it  goes.  It  is  true,  incontestably  so,  that 
most  cases  of  acute  meningitis  or  acute  peritonitis  can  be 
traced  to  some  local  cause.  But  it  is  equally  true  for  many  of 
the  cases  that  the  local  condition  has  been  long  in  existence, 
and  the  inflammation  of  recent  onset,  so  that  something  must 
have  happened  which  still  would  require  an  explanation.  And 
I  cannot  but  think  that  zymotic  disease  is  generally  in  excess 
at  the  time  that  these  cases  occur  and  that  the  otitis  interna, 
or  whatever  it  may  be,  forms  a  fructifying  ground  by  which 
the  adjacent  membrane  becomes  attacked, — that  it  forms 
the  open  door  by  which  the  murderer  steals  in  rather  than 
the  weapon  by  which  the  injury  is  inflicted.  Therefore, 
admitting  that  otitis  interna  was  at  the  bottom  of  these  cases, 
the  acute  inflammation  might  still  own  a  septic  or  zymotic 
origin,  and  be  in  that  sense  idiopathic,  or,  in  other  words, 
incapable  as  yet  of  demonstration. 

As  regards  the  last  case  it  may  perhaps  be  doubtful 
whether  the  grounds  are  sufficient  for  calling  it  even  menin- 
gitis, though  if  not  it  would  be  difficult  to  give  a  name  to  the 
attack.  Allowing  it  to  be  meningitis,  it  will  occur  to  many 
that  a  slight  insidious  attack  of  syphilitic  nature  seems  a 
plausible  explanation.  Dr.  Evans  and  I  went  into  that  ques- 
tion and  we  believe  that  syphilis  can  be  quite  excluded.  The 
attack  subsided.'under  iodide  and  mercurials,  it  is  true,  but  very 
tardily,  and  the  cause  still  seems  to  me  to  be  shrouded  in 
obscurity. 
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XXV. — Traumatic  Inguinal  Aneurism  ;  Rupture  of  Sac  ; 
Ligature  of  the  Common  Femoral  and  External  Iliac 
Arteries.  By  G.  Manskll-Moullin.  Bead  Feb- 
ruary  26,  1886. 

CT.,  a  sparely-built  man,  a  baker  by  trade,  was  admitted  into 
•  tbe  London  Hospital  on  April  25, 1885,  complaining  of 
severe  pain  and  of  a  rapidly  increasing  swelling  in  the  left 
groin . 

Four  weeks  previously  lie  received  a  severe  blow  in  that 
region  from  the  blunt  edge  of  a  flat  piece  of  iron.  The  skin 
was  not  broken,  and  at  the  time  he  did  not  pay  much  attention 
to  it,  but  the  next  day  it  was  very  painful,  the  limb  was  stifle  and 
there  was  a  considerable  amount  of  swelling  and  discolouration. 
This  continued  for  about  a  week,  gradually  getting  better, 
until  he  was  able  to  resume  his  work.  However,  it  never  quite 
disappeared,  and  about  a  week  before  he  sought  admission  the 
pain  and  swelling  began  to  return  until  the  night  before  it 
was  almost  as  bad  as  the  day  after  the  accident.  Early  on  the 
morning  of  the  25th,  as  he  was  getting  out  of  bed,  he  was  seized 
with  a  sudden  attack  of  violent  pain  and  the  swelling  increased 
so  rapidly  that  he  was  compelled  to  come  into  hospital. 

On  admission,  there  was  a  large  swelling  in  the  left  groin 
below  Poupart's  ligament,  extending  transversely  across  the 
limb  but  much  most  marked  on  the  inner  side.  The  skin  over 
it  was  red  and  oedematous,  especially  on  the  anterior  surface. 
Internally  it  reached  into  the  scrotum,  which  was  nearly  as 
large  as  a  foetal  head,  black,  and  already  covered  in  patches 
with  blebs  formed  of  the  uplifted  epidermis.  Even  the 
perinsBum  and  the  ischio-rectal  fossa  on  that  side  were  con- 
siderably discoloured.  Distinct  pulsation  of  the  ordinary 
heaving  character  could  be  felt  over  the  whole  area  in  front  and 
a  bruit  was  audible  in  the  same  situation.  The  leg  and  foot 
were  not  much  swollen  and  pulsation  could  still  be  felt,  although 
not  very  plainly,  in  the  posterior  tibial  of  that  side. 

The  patient  was  placed  under  an  anaesthetic  without  delay, 
and  Lister's  tourniquet  having  been  applied  to  the  abdominal 
aorta  an  incision  was  made  in  the  line  of  the  femoral  artery 
extending  downwards  from  below  Poupart's  ligament  for  about 
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4  inches.  A  large  irregularly-shaped  cavity  was  opened, 
containing  blood  in  all  stages  of  coagulation,  some  still  liquid 
and  arterial  in  colour,  oozing  up  from  the  deepest  part  owing 
to  the  fact  that  the  tourniquet,  though  sufficiently  firm  to 
prevent  any  pulsation  being  transmitted,  was  not  screwed  down 
quite  tightly  enough  to  completely  close  the  aorta ;  the  greater 
part,  dark  and  evidently  extravasated  some  time,  and  on  the 
outside  of  this,  firmly  adherent  to  the  surrounding  tissues,  hard 
masses  of  laminated  clot  stained  deeply  by  the  blood  in  contact 
with  them.  Right  on  the  floor,  immediately  under  Poupart's 
ligament,  was  a  longitudinal  slit  on  the  front  wall  of  the  artery 
nearly  an  inch  in  length,  and  through  this  the  blood  was  still 
pouring  out  in  a  very  slow  stream.  The  tourniquet  was  at 
once  tightened  up,  and  a  director  having  been  passed  down  the 
artery,  because  of  the  difficulty  of  ascertaining  through  the 
layers  of  discoloured  and  ragged  connective  tissue  which  was 
artery  and  which  was  vein,  an  aneurism  needle  was  slipped 
under  it,  and  it  was  tied  with  a  stout  piece  of  catgut  about 
14  inches  below  the  ligament.  The  vein  on  its  inner  side  and 
the  internal  saphenous  vein  were  plainly  visible,  but  the  pro- 
funda was  not  seen. 

Owing  to  the  situation  of  the  rent  a  fresh  incision  was 
made  above  the  ligament  continuous  with  the  first  so  far  as 
the  skin  wound  was  concerned,  for  the  purpose  of  securing 
the  external  iliac  above  the  rent.  This  was  tied,  also  with 
catgut,  there  being  an  interval  of  approximately  3  or  3^  inches 
between  the  two  ligatures. 

No  other  vessel  required  ligature.  As  much  of  the  old 
decolourised  clot  as  could  be  detached  was  peeled  off,  but  much 
was  left  behind,  especially  on  the  inner  side,  where  it  seemed 
closely  incorporated  with  the  adductor  muscles.  Two  drainage- 
tubes  were  inserted,  a  very  large  one  into  the  lower  wound 
and  a  smaller  one  into  the  upper;  the  aponeurosis  of  the 
external  oblique  was  stitched  with  catgut  and  the  edges  of 
the  whole  cutaneous  wound  accurately  sewn  up.  The  abdominal 
tourniquet  was  on  for  at  least  three  quarters  of  an  hour. 

The  upper  of  the  two  wounds  healed  with  some  little  delay 
but  still  without  any  suppuration  except  along  the  course  of 
the  drainage-tube.  The  lower  one  rapidly  became  septic,  all 
the  broken-down  clot  that  had  not  been  removed  melting  away 
into  a  semifluid  exceedingly  offensive  material  that  was  slowly 
cast  off.  A  counter-opening  was  made  on  the  inner  side  at 
the  end  of  the  first  week  and  the  whole  wound  slowly  granu- 
lated up  without  any  complication. 
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The  scrotum  gave  some  trouble  owing  to  its  oedematoua 
condition  and  to  excoriation  of  the  skin,  but  this,  too,  slowly- 
resumed  its  noi-mal  size. 

After  the  operation  the  limb  was  raised  and  wrapped  in 
cotton  wool.  It  wasted  exceedingly  so  that  the  whole  substance 
of  many  of  the  muscles  seemed  to  have  disappeared,  but  no  gan- 
grene ensued  except  of  a  small  patch  about  the  size  of  a  florin 
on  the  outer  side  of  the  heel,  which  was  caused  immediately  by 
the  pressure  of  the  bed-rest  about  a  week  after  the  operation. 
The  slough  was  exceedingly  slow  in  separating  and  the 
resulting  ulcer  did  not  heal  for  neai-ly  two  months. 

Three  months  after  the  operation  the  patient  was  able  to 
get  about,  but  in  spite  of  galvanism  the  wasting  of  the  muscles 
persisted,  so  that  he  was  not  able  to  support  himself  on  that 
limb.  It  was  very  doubtful  if  there  was  any  pulsation  in  the 
posterior  tibial ;  certainly  the  anterior  could  not  be  felt. 

The  subject  of  inguinal  aneurism  has  been  so  thoroughly- 
worked  out  during  the  last  session  of  this  Society  that  there 
is  no  need  to  give  any  detailed  account  of  other  similar  cases. 
This  one  agrees  with  the  majority-  in  being  directly  the  result 
of  injury.  There  was  no  history  of  syphilis  or  any  evidence 
of  atheroma.  The  rent,  it  is  true,  was  of  unusual  size,  but  it 
may  reasonably  be  conjectured  that  at  the  first  it  was  not  so 
long  and  that  a  small  traumatic  aneurism  formed  of  which  the 
walls  were  composed  partly  of  the  laminated  clot  found  at  the 
operation,  partly  of  the  tissues  round.  On  the  morning  of 
admission  this  had  suddenly  given  way. 

That  suppuration  and  sloughing  of  the  skin  would  have 
ensued  in  the  course  of  a  few  days  I  think  there  can  be  no 
question.  It  was  already  much  reddened,  oedematous,  and 
very  tender.  It  is  not  uncommon  after  ligature  of  the  external 
iliac  in  this  form  of  aneurism,  and  may,  it  seems  to  me,  be 
attributed  in  no  small  degree  to  the  rapidity  with  which  the 
swelling  extends,  and  to  the  tension  in  the  surrounding  parts, 
quite  irrespectively  of  the  fact  that  the  artery  has  been  tied. 

The  deep  epigastric  and  the  circumflex  iliac  arteries  must 
have  been  situated  between  the  two  ligatures,  but  as  no 
haemorrhage  ensued  at  any  period  it  must  be  supposed  that 
either  the  pressure  of  the  aneurism  itself  or  the  inflammation 
in  its  neighbourhood  had  suflBciently  compressed  their  orifices. 
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XXVI. — A  Case  of  Aneurism  occurring  in  a  Stump. 
By  Charters  J.  Symonds,  M.S.,  M.D.  Bead  February 
26,  1886. 

JR.,  set.  46j  fishmonger,  fell  (on  August  7,  1883)  while 
•  attempting  to  enter  a  cart  and  sustained  a  fracture  of 
both  bones  of  the  leg.  He  was  immediately  admitted  into 
Guy's  Hospital  under  my  care.  The  fracture  occurred  in  the 
site  of  an  old  syphilitic  ulcer  which  had  existed  for  about  eight 
years.  The  tibia  was  exposed,  and  some  time  before  small 
sequestra  had  separated;  the  skin  was  thickened,  as  round 
chronic  ulcers,  so  that  it  cracked  across,  a  wide  vertical-sided 
rent  being  formed.  Both  bones  were  broken,  and  protruded. 
Amputation  was  immediately  performed  by  Gritti's  method, 
under  antiseptic  precautions  a  drainage-tube  was  inserted, 
the  edges  united  by  wire  sutures,  and  the  stump  bandaged  to 
a  back  splint.  The  man  was  thin  and  cachectic  and  had  lost 
a  good  deal  of  blood.  He  showed  abundant  evidence  of  former 
syphilis,  and  had  a  node  on  one  parietal  bone  and  on  the  right 
tibia. 

August  8. — First  dressing  soaked  with  blood. 

August  11. — The  discharge  had  a  foul  odour. 

August  13. — The  odour  had  disappeared;  a  small  white 
slough  of  fibrous  tissue  came  away.  A  red  blush  observed  on 
inner  side  of  stump.  He  was  ordered  a  drachm  of  Liq.  Hyd. 
Perchlor.  three  times  a  day. 

August  18. — There  was  a  blush  along  the  edges  of  the 
flaps  as  if  they  were  about  to  slough.  The  discharge  was 
sweet  and  amounted  to  about  an  ounce. 

August  20. — The  blush  was  disappearing,  the  discharge  in 
two  days  an  ounce  and  a  half.  Fluctuation  detected  in  the 
Btump  above  and  outside  patella. 

August  24. — Some  foul  pus  escaped,  and  as  more  was 
squeezed  out  an  incision  was  made  into  an  abscess  cavity  on 
the  outer  side  of  the  stump,  A  white  band  like  a  slough  of 
fascia  or  tendon  was  seen.  CEdema  extended  half  way  up  the 
limb. 

August  26. — The  flaps  had  united  well.  There  was  a 
slough  of  tendon  hanging  from  the  opening  made  on  the  24th ; 
about  half  an  ounce  of  pus  daily. 

August  30. — Further  formation  of  pus  having  taken  place 
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tlie  man  was  put  under  chloroform  and  two  incisions  were 
made  in  the  outer  side  of  anterior  surface.  A  good  deal  of 
pus  and  blood  evacuated.  Another  incision  was  made  in  the 
inner  aspect,  but  no  pus  was  found.  The  union  of  the  flaps 
was  found  nearly  complete  and  the  bone  sound. 

September  19. — The  dressings  were  continued  daily,  the 
discharge  was  gradually  diminishing,  when  about  three  drachms 
of  pus  escaped  from  the  innermost  of  the  three  incisions  made 
on  August  30,  at  which  time  no  pus  was  found.  This  and  the 
previous  abscesses  indicated  wide  suppuration  in  the  stump. 

September  22. — Still  a  good  deal  of  redness  about  inner 
angle  of  stump,  but  no  tenderness. 

October  2. — The  man  was  about  the  ward,  the  wounds 
now  all  having  healed. 

October  7. — He  was  discharged.  The  stump  was  still 
somewhat  oedematous,  and  the  cicatrices  red  and  shining. 
Though  discharged  I  thought  the  stump  in  anything  but  a 
satisfactory  condition.  It  was  unusually  hard  and  full.  His 
temperature  reached  101°  F.  for  the  first  five  days,  then 
dropped  to  normal.  On  the  thirteenth  day  it  assumed  a  mild 
hectic  type,  which  was  maintained  more  or  less  for  twenty-one 
days,  after  which  it  became  normal. 

The  main  feature  of  this  period  of  the  case  was  suppuration 
in  the  stump  of  an  unhealthy  kind,  and  of  a  low  form,  in  a 
man  whose  general  condition  was  most  unsatisfactory  and  who 
was  actively  syphilitic. 

The  man  came  up  to  the  hospital  on  October  1 2,  five  days 
after  his  discharge,  with  a  slight  oozing  of  blood  from  a  small 
orifice  in  the  centre  of  the  cicatrix  of  the  stump  which  was 
situated  on  its  posterior  aspect. 

The  following  day  he  again  came  up  with  the  dressings 
soaked  with  blood,  and  was  at  once  admitted. 

On  October  14  I  saw  him  and  found  the  inner  aspect  of 
the  stump  much  swollen  and  red.  Here  there  was  also 
expansile  pulsation.     The  stump  was  strapped  and  bandaged. 

October  15. — At  5  a.m.  fresh  bleeding  occurred. 

October  16. — Finding  that  the  bleeding  continued  and  that 
the  swelling  increased  in  size,  was  distinctly  pulsatile  and 
very  painful,  I  proceeded  to  operate.  The  swelling  was  now 
some  5  inches  across  and  appeared  to  be  a  large  abscess,  for 
the  skin  was  red,  shining,  and  oedematous.  I  surmised  that 
the  femoral  artery  had  been  opened  and  that  blood  had  entered 
the  sac  of  an  abscess.  Compression  of  the  femoral  at  the 
pubes  arrested  the  pulsation  and  I   decided  to  ligature  the 
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superficial  femoral  before  opening  what  appeared  to  be  an 
abscess  communicating'  with  an  artery.  The  oedema  extended 
nearly  to  the  groin,  so  that  the  femoral  was  found  at  a 
considerable  depth,  but  without  any  trouble.  A  carbolised 
silk  ligature  was  applied,  the  wound  closed,  and  a  drainage- 
tube  inserted.  All  pulsation  having  ceased  in  the  swelling  an 
incision  was  made  into  it,  but  no  pus  found,  blood  only  escaped, 
part  of  which  had  been  exfcravasated  some  time.  The  incision 
was  enlarged  rapidly,  the  cavity  laid  freely  open,  and  the  clot 
turned  out.  The  bleeding  was  severe,  the  cavity  filling  up 
almost  immediately  from  a  vessel  in  the  position  of  the  femoral. 
It  was  controlled  by  the  finger.  Further  examination  showed 
a  small  aneurism  about  f  inch  in  diameter  connected  with  the 
femoral.  This  had  ruptured  and  given  rise  to  the  large 
swelling  found  in  the  stump.  The  bleeding  was  in  part 
controlled  by  compression  of  the  common  femoral,  for  the  blood 
must  have  reached  the  wound  through  the  profunda.  The 
aneurism  was  laid  open,  a  catheter  passed  into  the  distal  end 
of  the  vessel  and  a  ligature  of  silk  carried  round  on  an  aneurism 
needle.  In  a  similar  way  the  upper  end  was  tied,  but  this 
required  two  ligatures  before  the  bleeding  was  controlled.  In 
the  manipulation  the  sac  of  the  aneurism  was  torn  away.  The 
included  piece  of  vessel  was  left.  On  now  examining  the 
wall  of  the  cavity  it  was  found  that  the  blood  had  been  extrava- 
sated  beneath  the  inner  hamstring  muscles  and  deep  fascia, 
and  that  all  these  structures  were  grey  and  evidently  in  part 
destroyed  by  pressure.  The  wound  was  partly  closed  by 
sutures,  a  drainage-tube  having  been  inserted,  and  it  was 
dressed  antiseptically,  the  entire  proceeding  having  been  con- 
ducted under  the  spray.  The  man  was  cold  and  exhausted, 
his  pulse  150.  He  was  given  brandy  subcutaneously  and  a 
nutrient  enema.  By  9  p.m.  he  was  warm  and  comfortable  with 
a  pulse  of  140. 

October  18. — All  redness  and  most  of  the  swelling  had 
disappeared,  the  discharge  was  foul,  and  the  wall  of  the  cavity 
looked  sloughy.  The  progress  of  this  wound  was  favorable ; 
many  small  sloughs  of  fascia  separated  together  with  one 
tendon,  that  of  the  semi-tendinosus  probably. 

On  November  5  the  included  piece  of  the  vessel  came  away 
witli  the  ligatures,  and  the  healing  was  complete  on  January 
22, 1884.  The  incision  made  for  ligaturing  the  femoral  suppu- 
rated owing  to  the  amount  of  oedema  present  at  the  time  of 
the  operation.  By  November  5  a  pinhole  opening  remained, 
through  which  a  probe  passed  for  some  distance. 
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December  28. — The  ligature  not  having  come  away  the 
man  was  put  under  ether,  and  the  opening  enlarged,  and 
search  made  for  the  ligature.  Though  this  proved  unsuccessful 
the  wound  was  scraped  out  down  to  the  vessel  and  closed 
by  wire  sutures.  By  January  8  it  had  nearly  healed  and 
was  soundly  closed  by  the  22nd.  On  January  30  he  was  dis- 
charged. 

The  stump  remained  cederaatous  for  some  time,  and  was 
kept  strapped  and  bandaged.  Finally,  recovery  was  complete, 
a  sound  and  useful  stump  resulting. 

Remarks. — The  feature  in  the  case  to  which  I  wish  to  draw 
attention  is  the  occurrence  of  the  aneurism.  This  formed 
upon  the  femoral  artery  about  2  inches  above  the  site  of 
amputation,  and  was  about  |  inch  in  diameter.  It  no  doubt 
existed  at  the  time  of  his  discharge  on  October  7,  and  ruptured 
between  that  date  and  the  12th,  when  oozing  commenced  from 
a  pin-hole  opening  in  the  centre  of  the  cicatrix  of  the  ampu- 
tation wound.  The  sudden  escape  of  blood  no  doubt  gave 
rise  to  the  appearance  of  suppuration. 

Aneurism. appears  to  be  a  rare  occurrence  after  amputation. 
It  seems  now  to  be  settled  that  such  a  result  does  not  follow 
ligature  of  a  healthy  vessel  from  simple  pressure  above  the 
point  of  closure,  nor  embolism  of  an  artery  unless  at  the  same 
time  the  embolus  be  in  a  state  of  active  change  and  set  up  a 
similar  inflammatory  and  softening  process  in  the  wall  of  the 
vessel,  which  then  yields  to  the  ordinary  blood  pressure. 
Admitting  these  facts  we  must  look  for  some  process  similar 
to  that  set  up  by  an  embolus  to  account  for  the  formation  of 
the  aneurism  in  this  case.  It  may  here  be  noted  that  the 
vessel  was  pervious  between  the  seat  of  the  aneurism  and  the 
end  closed  by  torsion,  a  distance  of  about  2  inches.  This  I 
mention  now  to  show  how  localised  the  disease  of  the  vessel 
was,  and  to  have  some  ground  for  suggesting  that  if  not  quite 
healthy  between  its  extremity  and  the  aneurism,  the  vessel, 
at  least,  was  most  affected  some  distance  from  the  point  of 
closure. 

Considerable  prominence  has  been  given  in  the  report  of 
this  case  to  the  unhealthy  suppuration  which  took  place  after 
the  operation,  and  especially  to  the  situation  of  one  abscess 
just  over  the  vessel.  This,  and  the  fact  that  blood  escaped 
through  a  sinus  in  the  original  cicatrix,  would  lead  to  the 
conclusion  that  suppuration  was  present  about  the  vessel.  In 
the  inflammatory  condition  of  the  stump  I  believe  the  expla- 
nation of  the  cause  of  aneurism  to  lie.     Its  production,  I  think. 
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is  best  explained  by  supposing  the  vessel  to  have  been  involved 
in  the  acute  inflammatory  process  which  ended  in  other  parts 
in  the  formation  of  pus,  but  in  the  vessel  in  softening  only. 
There  was  a  periarteritis,  and  a  reduction  of  the  wall  of  the 
vessel  to  an  embryonic  state,  just  as  is  seen  occurring  in  the 
smaller  vessels  in  ulcers  and  in  acute  inflammation  of  the 
cellular  tissue.  The  softened  vessel  then  yielded  to  the 
ordinary  blood  pressure  and  the  aneurism  resulted.  The 
localisation  of  the  aneurism  to  a  part  of  the  vessel  some  dis- 
tance above  the  torsed  extremity  was  due,  I  imagine,  to  the 
artery  at  this  point  only  being  alfected.  The  terminal  portion 
probably  was  healthy,  and  the  ends  firmly  closed,  a  suppo- 
sition supported  by  the  passage  of  the  catheter  downwards  in 
securing  the  distal  ligature.  Or,  to  put  my  notion  more  clearly, 
I  imagine  the  vessel  at  the  point  where  the  aneurism  developed 
formed  part  of  the  wall  of  an  abscess  or  of  an  unhealthy  sinus. 
This  explanation  receives  much  support  from  the  condition  of 
the  vessels  found  in  phthisical  cavities  from  which  haemorrhage 
occurs.  Here  either  an  aperture  is  found  in  an  artery  lying 
in  the  wall  of  the  cavity  or  an  aneurism  having  developed  in 
the  way  I  have  supposed  as  occurring  in  this  case  has  ruptured. 
Aneurisms  on  arteries  in  phthisical  cavities  are,  I  believe,  by 
no  means  uncommon,  and  I  would  suggest  that  not  impro- 
bably they  will  be  found  more  frequently  to  precede  secondary 
heemorrhage  in  stumps  and  in  other  wounds  than  is  allowed 
at  present.  I  may  on  this  point  refer  to  a  paper  published  by 
me  in  the  Trans.  Path.  8oc.,  vol.  xxxv,  p.  146,  on  two 
arteries  affected  with  acute  arteritis.  On  one  of  these  vessels 
taken  from  a  crushed  arm  several  sacculations  existed ;  the 
rupture  of  one  caused  serious  secondary  haemorrhage,  for 
which  amputation  was  performed.  The  microscopic  appear- 
ances showed,  as  figured  in  the  paper  alluded  to,  acute  inflam- 
mation in  the  outer  part  of  the  tunica  media  and  to  a  less 
extent  of  the  rest  of  the  media  and  intima.  The  other  vessel 
was  removed  from  an  unhealthy  stump,  and  showed  suppura- 
tion in  the  inner  part  of  the  media.  The  inflammation  had 
apparently  spread  up  the  artery,  for  the  end  was  open  and 
the  lumen  occupied  by  a  grumous  material.  No  sacculation 
existed  though  the  wall  was  much  softened,  but  the  absence 
of  this  change  was  probably  due  to  there  being  no  blood  pres- 
sure in  the  affected  part  of  the  vessel,  the  coagulum  occluding 
the  lumen  being  above  the  diseased  part. 

In  the  paper  above  referred  to  it  was  suggested  that  in 
most  cases  of  secondary  haemorrhage  an  unhealthy  condition 
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of  the  wound  and  vessel  exists^  and  that  the  bleeding  is  deter- 
mined not  so  much  by  the  failure  of  clot  formation  as  by 
distinct  suppurative  arteritis.  This  view  receives  much  support 
from  the  present  case,  for  had  the  wound  not  been  so  nearly 
closed  in  all  probability  the  true  nature  of  the  case  would  not 
have  been  determined.  It  also  brings  "  surgical "  secondary 
hgemorrhage  into  closer  association  with  haemoptysis,  and, 
indeed,  I  would  suggest  that  the  two  forms  are  probably 
identical  in  origin ;  I  mean  that  the  arterial  changes  in  both 
sometimes  result  in  the  formation  of  a  simple  aperture,  some- 
times of  an  aneurism.  In  this  way  haemoptysis  may  be  looked 
upon  as  a  true  secondary  haemorrhage,  and  I  think  there  is 
evidence  sufficient  to  justify  the  conclusion  that  in  secondary 
haemorrhage  unhealthy  suppuration  always  exists. 
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XXVII. — Intussusception  of  the  Upper  Fart  of  the 
Jejunum  of  twenty-one  months^  standing  from  Poly- 
poid Growth.  By  James  F.  Goodhaet,  M.D.  Bead 
February  26,  1886. 

rriHE  clinical  interest  of  the  following  case  depends  upon  its 
JL  long  duration,  and  upon  the  fact  that  the  shape  of  the 
intussusception  being  reniform  it  was  at  one  time  considered  to 
be  a  floating  kidney.  The  case  occurred  in  the  practice  of 
Mr.  Sandford  Arnott,  of  Brixton,  whose  account  is  as  follows : 

Eliza  W.,  £et.  19,  was  first  seen  one  and  three-quarter 
years  before  her  death  for  attacks  of  vomiting  and  abdominal 
pain  which  she  experienced  periodically,  associated  with  pro- 
gressive wasting.  On  examination  a  knotty  and  irregular 
tumour  was  felt  in  the  lower  part  of  the  abdomen  above 
the  uterus ;  and,  the  case  being  obscure  and  the  patient  in 
poor  circumstances,  she  attended  the  out-patient  department 
at  King's  College  for  eight  riionths,  but  without  any  altera- 
tion of  her  symptoms,  and  she  subsequently  attended  Uni- 
versity College  for  a  long  period  under  Dr.  Barlow.  Dr. 
Barlow  tells  me  that  he  remembers  the  case  as  one  of  obstinate 
constipation,  fsecal  tumour,  and  what  was  supposed  to  be  a 
floating  kidney.  She  was  decidedly  benefited  by  enemata  of 
sulphate  of  magnesia,  but  during  all  the  time  she  still  had 
recurrent  attacks  such  as  I  have  described,  and  in  these  Mr. 
Arnott  always  saw  her.  The  abdominal  tumour  never  dis- 
appeared, but  latterly  it  had  altered  its  position  and  corre- 
sponded to  the  left  kidney ;  it  varied  in  size  and  shape.  Some 
days  it  was  decidedly  kidney  shaped,  and  even  when  this  was 
not  so  evident  there  was  a  curve  in  its  length,  the  concavity 
of  which  was  towards  the  umbilicus  ;  a  contour  which  might, 
I  should  suppose,  have  readily  suggested  a  kidney  to  one's 
mind. 

On  May  11  last  year  I  saw  her  with  Mr.  Arnott,  one  of  her 
attacks  of  vomiting  having  been  more  severe  and  continuous 
than  usual. 

She  was  a  pale  and  very  thin  girl  although  not  giving  the 
appearance  of  much  emaciation.  The  mother  told  us  that  she 
was  hardly  ever  free  from  vomiting  for  more  than  a  week,  and 
that    the  attack  generally    lasted    twenty-four  or    thirty-six 
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hours.  Lately  slie  had  hardly  been  free  from  sickness  for  a 
day. 

On  exposing  the  abdomen  it  was  at  once  apparent  that 
there  was  a  dilated  stomach  hard  at  work  attempting  to  expel 
its  contents ;  its  muscular  contractions  were  plainly  visible, 
and  the  organ  occupied  the  upper  half  of  the  abdomen.  But 
below  this  in  the  left  inguinal  region  was  a  second  tumour 
running  from  the  flank  obliquely  downwards  towards  the  pubes. 
This  was  the  mass  which  had  been  felt  throughout  the  case 
and  which  I  was  told  had  been  considered  to  be  a  moveable 
kidney.  There  could  be  no  question  about  its  nature  at  that 
time ;  it  was  an  elongated  tumour  which  underwent  slow 
rhythmic  alterations,  being  alternately  hard  and  well  defined 
and  soft  and  ill  defined,  and  could  be  nothing  else  than  intes- 
tine in  labour.  Vaginal  and  rectal  examination  gave  us  no 
additional  information. 

The  examination  made  it  clear  that  the  girl  was  suffering 
from  intestinal  obstruction,  but  I  did  not  see  my  way  towards 
distinguishing  between  some  local  inflammation  and  matting 
of  the  coils  in  the  neighbourhood  of  the  left  ovary  and  an 
intussusception.  Nor  did  the  dilated  stomach  help  towards 
any  solution  of  the  difficulty,  for  the  girl  was  just  one  of  those 
spare  anaemic  patients  in  whom  a  dilated  stomach  has  some- 
times been  found  without  any  obvious  explanation  of  its  exist- 
ence. I  should  say  that  she  had  never  passed  blood.  The 
evacuations  were  always  light  brown  in  colour,  and  although 
she  suffered  from  constipation  it  was  never  such  as  to  resist 
the  action  of  an  aperient. 

It  was  arranged  that  she  should  come  into  the  hospital,  but 
she  unfortunately  died  before  this  could  be  accomplished. 
The  vomiting  continued  and  she  became  exhausted. 

At  the  autopsy  the  dilated  stomach  occupied  the  greater 
part  of  the  front  of  the  abdomen ;  below  it  was  a  closely 
contracted  transverse  colon,  the  omentum  being  spread  over 
the  two  or  three  coils  of  small  intestine  visible  below.  These 
coils  wei*e  small  but  prominent,  as  if  something  lay  behind 
them,  and  on  turning  them  aside  was  a  large  intussusception 
of  the  small  intestine.  A  large  coil  of  bowel,  looking  more 
like  rectum  in  thickness  and  size  than  anything  else,  ran 
from  near  the  spine  into  the  pelvis.  Further  examination 
showed  that  the  neck  of  the  intussusception  was  at  the  top 
of  the  jejunum  ;  the  length  of  the  tumour  was  about  18 
inches.  Its  coats  were  thickened  but  not  obviously  inflamed. 
There  were  two  other  intussusceptions  in  the  small  intestine-^ 
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but  both  were  apparently  quite  recent.     The  other  viscera 
were  quite  healthy. 

The  parts  were  removed  for  the  purpose  of  mounting,  and 
when  they  came  to  be  examined  the  mucous  membrane  of  the 
small  intestine  was  found  to  be  the  seat  in  several  places  of 
pedunculated  polypi,  and  one  of  these,  high  up  in  the  jejunum 
and  seen  in  the  preparation,  had  led  to  the  occurrence  of  the 
intussusception.  The  duodenum  as  well  as  the  stomach  was 
dilated. 

N.B. — It  should  be  added  that  although  there  did  not 
appear  to  be  any  material  obstacle  to  reduction  so  far  as 
adhesions  are  concerned,  yet  that  the  neck  of  the  tumour  was 
so  narrow  and  the  intussusception  so  thickened  that  I  do  not 
think  it  would  have  been  possible. 
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XXVIII. — Acute  Intestinal  Obstruction  followed  by  Acute 
General  Peritonitis  ;  Abdominal  Section ;  Release  of 
Implicated  Bowel;  Peritoneum  thoroughly  sponged 
out;  Rapid  Recovery.  By  Aethue  E.  J.  Baeker. 
Read  February  26,  1886. 

rPHE  subject  of  these  notes  is  a  man  living  in  Kentish  Town, 
J-  set.  23,  healthy,  but  of  nervous  temperament.  He  has 
had  no  serious  illness  before  the  present,  but  has  suffered 
somewhat  from  flatulence  and  dyspepsia,  the  result  of  haste 
and  irregularity  in  his  meals.  His  bowels  have  been  as  a 
rule  remarkably  regular. 

On  November  14  he  had  a  good  deal  of  flatulence,  and  at 
about  7  o'clock  p.m.  he  had  a  loose  motion  with  a  feeling  of 
sickness.  Three  or  four  minutes  after  this  he  was  seized  with 
a  most  violent  pain  in  the  abdomen  and  fell  down  and  rolled 
about  in  the  most  acute  suffering.  This  pain  commenced  at  a 
point  midway  between  the  umbilicus  and  the  right  groin,  and 
was  at  first  limited  to  that  spot.  Soon  after  its  appearance 
the  patient  began  to  vomit  (7.30  p.m.)  and  continued  to  do  so 
during  the  night,  the  next  day  (Sunday),  and  on  Monday. 
After  the  onset  of  the  attack  he  was  seen  by  Dr.  Gr.  Knaggs, 
of  Camden  Road,  who  ordered  him  repeated  doses  of  Tr.  Opii, 
and  also  gave  him  at  once  a  copious  soap-and-water  enema, 
which  brought  nothing  away.  The  opium  was  continued 
during  the  night,  and  the  next  day  another  large  enema  was 
given  which  was  returned  unstained  by  faeces.  Mr.  H.  V. 
Knaggs,  who  from  this  took  charge  of  the  case,  reports  that  at 
this  time  the  patient  was  in  great  pain ;  the  abdomen  was  dis- 
tended and  tense,  and  he  had  passed  no  flatus  or  fasces. 
There  was  no  dulness  anywhere  about  the  belly  and  no 
tenderness  over  the  caecum.  There  was  a  slight  swelling 
below  and  to  the  right  of  the  umbilicus,  intensely  tender  on 
pressure,  and  the  movements  of  the  bowel  around  this  could 
be  both  seen  and  felt.  The  vomited  matter  contained  bile, 
but  was  not  stercoraceous. 

The  next  morning  (Monday,  16)  the  pain  and  vomiting  were 
as  before,  but  the  tender  swelling  had  moved  upwards  and  to 
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the  left,  and  now  lay  about  2  inches  above  and  to  the  left 
of  the  umbilicus.  There  was  also  some  dulness  in  both 
flanks. 

In  the  afternoon  I  was  sent  for  and  saw  the  patient  with 
Mr.  Knaggs  at  5.30.  He  was  then  in  the  condition  described 
above,  evidently  suffering  intense  pain  in  the  abdomen,  in 
spite  of  the  free  use  of  opium,  which  had  been  given  with 
great  judgment.  The  abdomen  was  much  distended  and 
tympanitic  except  in  the  flanks.  On  turning  the  patient  on 
his  side  the  dulness  disappeared  in  the  uppermost  flank  and 
increased  in  the  lower,  whether  he  lay  on  the  right  or  left.  I 
could  not  find  any  distinct  tumour  at  the  seat  of  greatest  ten- 
derness, but  the  latter  was  well  defined  though  there  was  pain 
at  this  time  all  over  the  abdomen.  I  could  not  now  see  any 
distinct  movements  of  the  bowels  under  the  abdominal  wall, 
but  this  is  probably  explained  by  the  fact  that  part  of  the 
distension  of  the  abdomen  was  now  due  to  the  presence  of  gas 
in  the  peritoneal  cavity. 

My  diagnosis  was  acute  intestinal  obstruction  high  up,  pro- 
•bably  due  to  a  constricting  band  or  volvulus  and  accompanied 
by  acute  general  peritonitis  with  effusion.  The  probable 
nature  of  his  trouble  had  already  been  explained  to  the  patient 
by  Mr.  Knaggs,  and  he  agreed  at  once  to  any  operation  for 
his  relief.  Having  obtained  the  assistance  of  two  of  our 
house  surgeons  from  University  College  Hospital  I  operated 
as  soon  as  I  could  make  all  arrangements  for  an  abdominal 
section.  This  was  exactly  fifty  hours  after  the  onset  of  the 
attack. 

Operation  November  16,  1885,  9.30  p.m. — Everything 
having  been  arranged  for  the  most  careful  Listerian  treatment 
of  the  wound  with  carbolic  spray,  &c.,  I  made  the  usual 
median  incision  from  the  umbilicus  to  the  pubis  and  carried  it 
down  rapidly  to  the  subperitoneal  fat.  It  was  then  quite 
apparent  that  the  diagnosis  of  acute  general  peritonitis  was 
correct,  for  the  fluid  could  be  seen  through  the  peritoneum  ; 
but  besides  this  it  was  also  plain  that  there  was  gas  free  in 
the  abdomen  as  it  bulged  out  the  thin  peritoneum  here  and 
there  in  a  kind  of  bleb.  When  the  serous  membrane  was 
opened  by  a  small  hole  at  first  this  gas  sputtered  and  hissed 
out,  mixed  with  the  inflammatory  serous  effusion  and  lymph 
flakes.  It  was  quite  odourless.  When  the  peritoneum  had 
been  divided  to  the  full  extent  of  the  skin  wound  the  small 
intestine  was  observed  to  be  deeply  injected,  moderately  dis- 
tended,  and  bathed  in    serous   fluid  with  flakes  of   lymph ; 
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patches  of  the  latter  were  also  found  pasted  over  several  of  the 
coils  and  were  eventually  peeled  off  by  the  hand. 

Before  commencing  my  search  for  the  obstruction  I  was 
careful  to  ascertain  whether  it  would-  be  easy  to  reduce  the 
intestine  into  the  abdomen  in  the  event  of  its  being  necessary 
to  draw  a  portion  out.  With  this  object  in  view  a  small  loop 
was  drawn  out  and  then  returned;  it  went  back  with  the 
greatest  ease.  This  being  so  I  was  encouraged  to  a  syste- 
matic examination  of  the  bowel  and  commenced  passing  it 
piece  by  piece  through  my  fingers  from  below  upwards  as  it 
happened,  returning  it  every  now  and  then  as  a  few  coils 
accumulated  on  the  surface  of  the  abdomen.  I  am  inclined  to 
attribute  the  absence  of  the  usual  difficulty  in  reducing  dis- 
tended coils  to  the  fact  that  in  this  case  the  abdominal  walls 
had  been  stretched  by  fluid  and  gas,  and  consequently  were 
less  tense  than  usual  when  these  had  been  evacuated,  also  to 
the  fact  that  most  of  the  intestine  was  below  the  obstruction, 
and,  further,  the  case  was  operated  on  early,  and  the  bowel 
was  only  moderately  distended  accordingly. 

When  the  jejunum  had  been  reached,  as  I  was  drawing  on 
the  bowel  at  the  upper  angle  of  the  wound  in  a  direction 
downwards  and  towards  the  right,  there  came  a  sudden  rush 
of  fluid  through  the  gut  between  my  fingers,  and  the  next 
moment  about  a  foot  of  very  much  altered  intestine  was  drawn 
out  of  the  wound.  This  was  greatly  dilated,  being  about 
three  or  four  times  the  volume  of  the  gut  below  it ;  it  was 
deeply  congested  and  was  covered  on  both  aspects  with  patches 
of  dark  fresh  ecchymoses  ranging  up  to  the  size  of  a  shilling. 
These  were  mostly  seated  about  the  mesenteric  attachment  and 
were  evidently  deeply  placed  in  the  submucous  tissue;  they 
were  found  throughout  the  12  inches  or  so  of  the  implicated 
portion.  The  latter  had  not  lost  its  lustre  nor  was  there  any 
special  accumulation  of  lymph  on  its  surface;  moreover, 
although  its  limits  were  distinctly  marked  out  by  its  dilata- 
tion, exaggerated  congestion,  and  the  ecchymoses,  it  was  not 
marked  at  either  end  by  any  furrow  or  other  evidence  of  a 
constricting  ridge.  It  evidently  contained  a  superabundance 
of  fluid,  but  had  no  solid  contents.  Following  up  the  bowel 
beyond  this  damaged  loop  the  latter  was  found  to  lie  in  the 
jejunum  at  about  the  junction  of  its  upper  and  middle  third. 
The  bowel  above  it  hardly  differed  from  that  below  the 
obstruction  except  in  being  a  little  more  congested  and  dilated. 
To  make  quite  certain  that  no  other  source  of  obstruction 
remained  1  again  passed  the  bowel  through  my  fingers  from 
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above  downwards  until  I  reached  close  to  the  ileo-caecal  valve. 
And  in  order  also  to  be  quite  sure  that  the  peritonitis  had  not 
been  originated  by  mischief  about  the  vermiform  appendix  I 
passed  my  hand  into  the  abdomen  and  hooked  the  latter, 
together  Avith  the  caecum,  forwards  into  the  wound  and  exa- 
mined them  minutely.  They  were  both  perfectly  healthy 
though  somewhat  injected.  I  then  passed  my  hand  into  the 
abdomen  and  examined  the  transverse  and  descendiug  colon 
with  the  sigmoid  flexure  and  recto-vesical  pouch.  Except 
that  the  latter  contained  much  .flaky  albuminous  effusion 
nothing  abnormal  was  found.  The  intestines  were  now  finally 
reduced,  being  wiped  clean  with  soft  sponges  as  they  went 
into  the  cavity  of  the  abdomen.  The  latter  was  then 
thoroughly  cleansed  with  carbolised  sponges  on  long  holders 
which  enabled  them  to  be  thrust  into  every  part  from  the 
liver  above  to  the  bladder  below  and  well  into  the  flanks. 
The  greatest  quantity  of  inflammatory  fluid  was,  as  might  have 
been  expected,  sponged  out  of  the  recto-vesical  pouch,  which 
was  left  to  the  last.  It  was  very  albuminous,  and  my  sponges 
did  not  after  use  recover  their  usual  elasticity  until  they  had 
been  soaked  for  days  in  solution  of  salt. 

The  wound  was  now  closed  in  the  usual  manner  with  seven 
deep  and  two  superficial  stitches  of  carbolised  silk.  It  was 
then  sprinkled  with  iodoform  and  covered  with  salicylic  wool 
secured  with  a  strong  binder.  The  patient  bore  the  operation 
well,  was  a  little  chilled  and  feeble  at  the  end,  but  soon 
recovered  when  placed  in  bed.  He  had  a  good  deal  of  pain 
during  the  night,  but  this  was  relieved  by  morphia.  In  the 
early  morning  he  vomited  a  quantity  of  watery  fluid  with 
"  coffee-grounds  "  blood  in  it.  This  was  repeated  during  my 
visit  at  9.20  a.m.  The  ejected  fluid  came  up  without  much  effort ; 
it  consisted  of  watery  mucous  material  with  a  good  deal  of 
altered  brown  blood  in  it,  but  all  bilious  staining  had  ceased. 
In  fact  it  showed  a  very  marked  contrast  to  the  grass-green 
vomit  of  the  days  preceding  the  operation.  On  the  whole  his 
condition  was  satisfactory,  the  pulse  was  100,  and  the  tempe- 
rature 98'2°  in  the  morning  and  in  the  evening  108  and  98'6° 
respectively.  He  was  kept  well  under  the  influence  of 
morphia  throughout  the  day,  and  was  only  allowed  to  take  ice 
by  the  mouth ;  an  enema  of  peptonised  meat  juice  with  brandy 
was  given  every  four  hours.  The  next  day  (the  18th)  his  condi- 
tion was  still  better ;  the  pulse  was  100  and  good.  In  the  morn- 
ing  the  temperature  was  98"6°,  and  had  only  touched  99*4° 
during  the  night.     In  the  afternoon  he  began  to  pass  flatus 
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with  much  relief.  He  was  given  a  little  iced  milk  and  a 
drachm  of  brandy  every  hour  by  the  mouth  ;  morphia  as 
before.  In  the  evening  the  pulse  had  fallen  to  94,  and  the 
temperature  was  99 '8°.  During  the  following  night  the  tem- 
perature touched  100'8°,  but  was  just  normal  when  I  saw  him  on 
the  next  day  (the  fourth).  He  was  then  in  a  very  satisfactory 
condition,  pulse  80,  temperature  98*2°,  respiration  16.  He  was 
passing  flatus  freely,  and  the  binder  was  becoming  quite  loose 
owing  to  the  subsidence  of  the  abdominal  swelling.  On  the 
next  day  (the  fifth)  I  dressed  the  wound  for  the  first  time.  It 
was  quite  dry  and  had  united  everywhere  by  first  intention. 
I  removed  two  superficial  and  three  deep  stitches,  leaving  four 
deep  in  situ.  The  wound  was  now  supported  by  broad  strips 
of  plaster  applied  directly  to  the  skin,  and  salicylic  wool  and 
binder  were  applied  as  before.  The  abdomen  was  flat,  soft, 
and  almost  painless,  and  evidently  the  peritonitis  was  nearly 
if  not  quite  gone.  From  this  date  the  pulse,  respirations,  and 
temperature  remained  almost  normal  as  will  be  seen  by  the 
chart,  and  his  general  condition  was  satisfactory  in  every  way. 
Iced  milk  and  brandy  were  given  as  before  in  small  quanti- 
ties. On  the  sixth  day  he  complained  of  fulness  in  the  rectum 
from  faecal  accumulation.  On  the  seventh  this  was  more 
marked,  but  I  thought  it  best  not  to  encourage  a  motion  and  so 
increased  the  morphia.  I  now  removed  the  remaining  four 
deep  stitches,  the  wound  having  perfectly  united  everywhere. 
I  thought  it  best,  however,  to  still  give  it  the  support  of  broad 
strips  of  plaster  "heated  in  hot  carbolic  solution.  These  were 
applied  directly  to  the  skin  round  the  body,  the  fresh  scar 
being  sprinkled  with  iodoform.  The  salicylic  wool  dressing 
was  replaced  over  this  and  was  secured  with  a  binder.  On 
the  next,  the  eighth  day,  at  6  p.m.  he  passed  a  copious  motion 
spontaneously  which  was  dark  and  had  an  appearance  which 
suggested  the  admixture  of  altered  blood  togetlier  with 
residue  of  food  taking  before  the  operation.  During  the  fol- 
lowing night  he  passed  another  motion  consisting  evidently  of 
products  of  the  milk  diet  given  since  the  operation  and 
streaked  with  blood-stained  mucus. 

On  the  morning  of  the  ninth  day  he  was  given  a  consider- 
able quantity  at  once  of  milk  from  a  different  source  to  that 
he  had  been  having  throughout,  and  soon  after  a  previous 
drink,  and  while  Mr.  Knaggs  was  present,  he  vomited  this  up 
again.  It  was  highly  acid  and  curdled  in  great  solid  masses. 
At  the  moment  of  vomiting  he  felt  something  give  way  in  the 
wound,  and  on  my  being  sent  for  I  found  that  the  latter  had 
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been  burst  open  to  the  extent  of  fully  3  inches  and  a 
considerable  knuckle  of  intestine  was  prolapsed  and  only  kept 
from  escaping  widely  by  the  strips  of  plaster  and  the  wool 
dressing.  This  I  ascertained  on  removing  the  latter  under 
the  spray.  I  therefore  gave  him  chloroform  and  in  the  mean- 
time soaked  the  knuckle  of  gut  and  surrounding  skin  with 
5  per  cent,  carbolic  lotion.  This  I  thought  necessary  as  it 
had  been  prolapsed  at  about  9  a.m.  and  I  did  not  finally 
examine  the  case  until  about  six  hours  after.  The  intestine, 
however,  showed  on  its  surface  a  considerable  trace  of  the 
iodoform  with  which  the  wound  had  been  sprinkled.  When 
fully  anaesthetised  I  cleansed  the  intestine  more  fully  and 
replaced  it,  and  then,  having  sponged  out  the  abdomen  in  the 
neighbourhood  of  the  wound,  returned  the  latter  once  more, 
leaving  a  small-sized  drainage-tube,  about  4  inches  long, 
in  the  abdomen,  and  projecting  at  the  lower  angle  of  the 
wound.     The  latter  was  dressed  and  supported  as  before. 

During  the  following  night  the  patient  complained  of  a 
good  deal  of  pain,  and  his  pulse  rose  to  120  and  temperature 
to  102°,  but  when  I  saw  him  the  next  morning  he  was  com- 
fortable ;  his  pulse  was  108  and  temperature  99-2°.  After  this 
both  fell  to  normal  and  remained  so  to  the  end  of  the  case. 
In  short  this  rupture  seemed  hardly  to  interrupt  convalescence 
at  all.  Of  course  it  delayed  the  latter  somewhat,  but  the 
patient's  condition  was  very  satisfactory  throughout,  and  a 
couple  of  days  after  he  was  taking  a  little  light  solid  food. 
The  wound  was  dressed  every  two  or  three  days,  and  the 
drainage-tube  shortened  each  time.  About  two  thirds  of  it 
united  by  primary  adhesion,  the  upper  third  by  granulation 
from  the  bottom.  At  the  end  of  the  fourth  week  after  the  rup- 
ture it  was  practically  healed.  It  was,  however,  still  supported 
by  strips  of  plaster  and  bandages  until  the  bowels  should  act 
without  any  straining.  By  this  time  the  patient  was  enjoying 
ordinary  diet,  but  was  a  little  inclined  to  constipation,  no 
doubt  due  as  much  as  anything  to  lying  in  bed. 

In  reviewing  this  case  many  points  suggest  themselves  for 
consideration,  but  of  these  I  may  be  pardoned  if  I  only  select 
three  for  special  discussion  around  which  the  chief  interest 
appears  to  me  to  centre.     These  are  : 

1.  The  nature  of  the  obstruction. 

2.  Abdominal  section  in  the  midst  of  acute  general  peri- 
tonitis. 

3.  The  rapid  disappearance  of  the  latter  after  operation. 
(1)   As  to  the  nature  of  the  obstruction  there  is  no  doubt  in 
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my  own  mind  that  it  was  due  to  volvulus  of  the  jejunum.  The 
fact  that  I  did  not  actually  see  the  implicated  portion  before 
it  was  set  free  does  not  in  the  least  shake  that  belief  in  the 
presence  of  abundance  of  other  evidence.  And  here  let  me 
say  that  I  think  it  not  improbable  that  surgeons  never  will 
see  a  recent  simple  volvulus  of  the  jejunum  in  the  living  sub- 
ject unless  it  happens  to  lie  just  under  their  incision  in  the 
abdominal  wall.  The  mere  fact  of  drawing  on  the  intestine  in 
the  usual  manner  from  below  will  in  all  cases,  I  believe,  release 
the  bowel  in  simple  recent  cases,  and  the  operator  will  have  to 
rely  on  other  evidence  such  as  is  given  below  for  his  diagnosis. 
These  remarks  do  not  apply  to  volvulus  of  long  standing  where 
the  coil  is  matted  together  by  inflammation  and  will  be  drawn 
into  the  wound  before  it  unlocks  itself ;  nor  will  it  hold  good 
for  volvulus  of  the  large  intestine  where  the  condition  is  likely 
to  be  more  chronic  and  more  difficult  to  unlock  from  its  actual 
weight  and  massiveness.  I  venture  to  think  that  it  is  neces- 
sary to  insist  on  this  point  where  there  is  a  suspicion  of  volvulus 
of  the  small  intestine,  or  we  may  be  misled  by  the  ease  with 
which  it  is  disengaged  in  early  cases  and  prolong  our  operation 
unnecessarily  in  search  of  other  causes  of  obstruction  where 
nothing  else  of  the  kind  exists. 

The  evidence  that  this  was  a  volvulus  of  the  jejunum  apart 
from  its  actual  inspection  is  abundant,  and  in  view  of  the 
rarity  of  the  condition  I  may  be  pardoned  if  I  summarise  it. 

In  the  first  place,  the  age  of  the  patient,  twenty-three 
years,  was  exactly  the  average  age  of  those  ten  cases  upon 
which  Mr.  Treves  bases  his  description  of  volvulus  of  the 
small  intestine  in  his  admirable  work  on  intestinal  obstruction, 
to  which  I  have  gone  for  the  most  recent  and  accurate  infor- 
mation on  the  subject.  The  condition  is  met  with  more 
frequently  among  males  than  females.  Two  of  the  ten  cases 
referred  to  showed  the  volvulus  to  be  in  the  jejunum,  one  was 
in  the  duodenum,  the  others  in  the  ileum. 

Pain  was  here,  too,  as  in  the  recorded  cases,  the  first  sym- 
ptom, and  set  in  suddenly  a  little  below  and  to  the  right  of 
the  umbilicus.  It  remained  constant  and  very  severe,  and 
became  more  or  less  general ;  but  these  centres  of  intensity 
shifted  upwards  and  to  the  left  of  the  umbilicus  to  the  spot 
from  which  I  eventually  drew  out  the  ecchymosed  loop. 

Vomiting  appeared  early  as  has  been  noted  in  other  cases. 
The  vomited  matter  was  purely  bilious,  of  bright  green  colour 
and  was  devoid  of  smell.  Out  of  eight  of  the  cases  reported 
on  by   Mr.  Treves   the  vomit   was  only  stercoraceous  in  two  • 
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in  five  it  was  noted  as  non-stercoraceous.     The   constipation 
was  complete  from  the  first. 

Acute  general  peritonitis  set  in  early,  as  was  the  case  in 
four  out  of  eight  of  the  cases  reported  on  by  Mr.  Treves  in 
which  the  notes  were  full  on  this  point. 

Now,  as  to  the  evidence  found  at  the  operation.  In  the 
first  place,  the  state  of  the  implicated  loop  corresponded  very 
closely  with  the  condition  found  in  analogous  cases  after  death. 
It  was  greatly  distended^  deeply  congested  and  discoloured, 
and  much  ecchymosed,  and  contained  much  fluid.  The  nature 
of  this  fluid  is  indicated,  I  think,  by  the  matter  vomited  a  few 
hours  after  the  operation.  Whereas  before  operation  it  was 
grass-green  and  distinctly  bilious  ;  it  was  distinctly  bloody  on 
the  only  two  occasions  on  which  the  patient  vomited  after 
recovery  from  the  chloroform.*  Again,  the  second  motion 
from  the  bowels  on  the  eighth  day  showed  evidence  of  blood 
and  mucus  on  its  surface  contrasting  with  its  white  colour  due 
to  the  half  digested  milk. 

Finally,  the  total  absence  of  any  mark  of  sharp  constriction 
on  the  implicated  coil  and  of  any  other  cause  for  obstruction 
on  careful  search  through  the  whole  abdomen  completes  the 
evidence  in  favour  of  volvulus. 

I  have  thought  it  desirable  to  put  the  matter  in  this  way, 
not  that  I  have  any  doubt  as  to  the  cause  of  the  obstruction 
myself,  but  in  view  of  the  rarity  of  cases  where  such  a  condition 
has  been  met  with  during  life  and  the  consequent  need  there 
is  of  a  full  discussion  of  every  case  met  with.  In  proof  of  the 
rarity  of  operation  for  the  relief  of  volvulus  of  the  small  intes- 
tine I  may  say  that  in  Mr.  Treves's  exhaustive  analysis  there 
is  not  a  single  case  given.  He  has,  however,  kindly  referred 
me  to  one  which  has  been  recorded  since  the  publication  of 
his  memoir. 

(2)  As  to  the  question  of  abdominal  section  in  the  midst  of 
acute  general  peritonitis  I  cannot  help  thinking  that  there 
are  many  cases  in  which,  far  from  this  being  a  contraindication 
to  the  operation,  it  ought  to  be  held  urgently  to  call  for  it. 
We  must  remember  how  very  rare  acute  general  peritonitis  is 
apart  from  one  or  other  of  what  are  called  surgical  conditions, 
such  as  internal  strangulation,  perforation  of  the  vermiform 
appendix,  volvulus,  intussusception,  and  the  like.  If  this  be 
conceded,  and,  on  the  other  hand,  it  be  admitted  that  an 
exploratory  incision  into  the  abdominal  cavity  under  antisep- 

*  In  cases  of  volvulus  examined  after  death  the  implicated  loop  has  been 
usually  found  to  contain  much  blood-stained  fluid  and  mucus. 
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tics  involves  very  little  risk  per  se,  we  seem  forced  to  the 
conclusion  that  where  there  is  evidence  of  acute  intestinal 
obstruction  the  onset  of  peritonitis  furnishes  us  with  extra 
evidence,  if  any  is  needed,  that  the  case  is  one  which  calls  for 
surgical  aid.  The  old  nightmare  of  opening  and  infecting 
the  peritoneum  ought  not  to  scare  the  antiseptic  surgeon. 
The  fact  is,  the  peritoneum  is  already  infected  more  or  less, 
and  our  operation  will  be  directed  not  only  to  the  release  of 
the  obstruction  but  also  to  the  cleansing  of  the  cavity  from 
pent-up  matter.  With  proper  care  we  add  nothing  in  the 
shape  of  impurities  while  we  may  perfectly  disinfect  the  whole 
serous  surface.  These  remarks  only  apply  to  the  disease  in 
its  early  stages  and  not  to  those  cases  where  it  has  been 
allowed  to  run  on  and  the  patient  is  exhausted  by  pain,  vomit- 
ing, and  fever.  Abdominal  section  for  acute  peritonitis  has 
found  a  strong  advocate  in  Mr.  Treves  in  a  paper  published 
in  the  last  volume  of  the  Transactions  of  the  Royal  Medical  and 
Chirurgical  Society,  and  his  case  there  brought  forward 
supported  his  views  fully. 

(3)  The  rapid  disappearance  of  the  peritonitis  after  opera- 
tion in  this  case  was  very  remarkable.  The  tenderness  and 
distension  of  the  abdomen  subsided  very  quickly,  so  that  on 
the  fourth  day  the  bandage  was  very  loose  and  had  to  be  taken 
in  several  inches.  When  I  examined  the  wound  on  the  fifth 
day  the  abdomen  was  quite  soft  and  flat  and  showed  little  or 
no  tenderness  on  pressure.  The  patient  only  vomited  twice 
after  the  operation,  and  that  was  on  the  next  morning ;  the 
vomiting  on  the  ninth  day  was  manifestly  the  result  of 
improper  feeding  and  was  long  after  the  disappearance  of 
peritonitis.  The  bowels  acted  on  the  eighth  and  ninth  day 
naturally.  In  short,  the  whole  case,  but  for  the  rupture  of 
part  of  the  wound,  was  remarkably  free  of  any  complications. 

Before  concluding  these  remarks  I  should  like  to  state 
that  I  attribute  the  success  in  this  case  in  the  first  place  to 
the  very  judicious  treatment  which  this  patient  received  from 
the  onset  of  his  attack  at  the  hands  of  Dr.  and  Mr.  Knaggs. 
The  free  use  of  morphia,  high  reaching  enemata,  and  hot 
fomentations  over  the  abdomen  were  undoubtedly  the  best 
preliminaries  to  surgical  treatment.  Moreover,  they  were  not 
continued  until  the  patient  was  too  far  gone  for  surgical  inter- 
ference, but  the  latter  was  sought  promptly  when  they  had 
had  a  fair  trial  but  were  plainly  inadequate.  In  the  second 
place,  I  attribute  the  success  of  the  surgical  procedure  in  a 
great  measure  to  the  very  able  and  thoughtful  assistance  I 
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received  from  two  of  our  house  surgeons,  Messrs.  Ellis  and 
Hart- Smith,  throughout  the  whole  undertaking.  The  patient 
was  a  poor  man  and  his  home  and  surroundings  were  anything 
but  what  one  would  have  wished  for  the  performance  of 
abdominal  section  ;  but  the  resources  of  these  gentlemen  were 
equal  to  the  occasion,  and  in  spite  of  serious  obstacles  of 
various  kinds  we  were  able  to  carry  out  the  most  minute 
antiseptic  details  in  a  way  I  could  not  have  hoped  to  do  alone, 
and  with  the  very  best  results,  for  which  I  feel  cordially  indebted 
to  them. 

P.S.,  July,  1886. — The  patient,  who  was  present  in  excel- 
lent health  at  the  meeting  at  which  this  paper  was  read, 
remains  quite  well  still.  He  is  at  work  as  a  milkman,  and 
when  last  heard  of  had  no  trouble  with  his  bowels. 
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XXIX. — Hernia  Cerebri  Successfully  Treated  by  Closing 
the  Opening  in  the  Skull  with  a  Silver  Plate.  By 
Roderick  Maolaren,  M.D.     Bead  March  12, 1886. 

ON  March  25,  1885,  a  man,  A.  N.,  aet.  26,  was  admitted 
to  the  Cumberland  Infirmary.  He  had  a  vertical  wound 
1  ^  inches  long  over  the  left  side  of  the  frontal  bone ;  it 
was  I  of  an  inch  in  front  of  and  parallel  to  the  left  temporal 
ridge  ;  its  lower  end  was  1^  inches  above  the  supra-orbital 
ridge ;  the  skull  was  fractured  and  depressed.  Three  days 
before  admission  he  had  been  struck  on  the  head  with  a  pair 
of  tongs.  His  condition  immediately  after  the  injury  is  not 
known,  but  there  is  good  evidence  that  he  walked  home,  a 
distance  of  a  mile,  unaccompanied  by  anyone.  At  a  later 
hour  he  was  able  to  put  himself  to  bed,  was  sensible,  and  com- 
plained of  pain  in  the  head.  During  the  two  days  following 
the  injury  he  was  occasionally  delirious.  He  was  attended  by 
Mr.  Patterson,  and  in  consultation  by  Mr.  Brown,  of  Carlisle, 
who  sent  him  to  the  Cumberland  Infirmary.  I  was  from  home 
on  the  day  of  his  admission,  and  my  colleague.  Dr.  Lediard, 
kindly  saw  him  for  me  and  raised  such  depressed  fragments 
of  bone  as  could  be  reached.  On  the  following  day,  when  I 
saw  the  man,  he  was  very  drowsy  ;  when  wakened  he  answered 
questions  very  slowly;  some  answers  were  incoherent,  others 
of  doubtful  relevancy ;  there  was  no  paralysis. 

On  March  27  he  was  more  drowsy,  and  complained  of  pain 
in  the  head.  Early  on  the  morning  of  the  28th  he  had  convul- 
sive twitching  of  the  face  and  conjugate  deviation  of  the  eyes 
to  the  right,  lasting  a  few  minutes.  This  day  he  was  constantly 
asleep,  but  could  be  roused,  though  not  sufficiently  to  speak. 
A  herpetic  eruption  appeared  on  the  back  of  both  wrists. 

On  the  29th  the  brain  began  to  protrude  through  the 
wound.  He  was  deeply  comatose  and  had  a  second  attack  of 
convulsion  of  the  face. 

On  the  30th  the  protrusion  had  increased,  loose  pieces  of 
bone  being  lifted  up  by  the  brain.  He  had  three  attacks  of 
general  convulsions,  was  deeply  comatose,  and  passed  his  urine 
and  motions  involuntarily.  The  right  pupil  was  dilated,  the 
left  normal. 
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On  March  31  it  is  noted  that  he  had  one  attack  of 
general  convulsions  befoi'e  my  hospital  visit.  His  coma  was 
slightly  less  profound  to  this  extent,  but  whatever  caused 
pain  made  him  restless.  I  decided  to  explore  his  injury,  and 
had  him  put  under  chloroform.  I  extended  the  scalp  wound 
downwards  to  the  end  of  the  skull  fracture  close  to  the  eye- 
brow, and  removed  all  fi'agments  within  reach.  I  believe  I 
got  away  every  piece  of  detached  bone,  though  some  were 
embedded  1^  inches  in  the  brain-substance.  There  were  ten 
pieces  in  all.  The  aperture  left  in  the  skull  was  3  inches  long 
and  varied  in  breadth  from  1  inch  above  to  ^  inch  below. 
The  hernia  cerebri  was  also  removed,  and  some  diffluent 
brain-substance  washed  away  by  gentle  syringing.  The 
wound  was  filled  with  solution  of  chloride  of  zinc  (gr.  xl  to  ^j), 
a  glass  drainage-tube  inserted,  a  piece  of  perforated  zinc 
applied  over  the  wound,  and  a  gauze  dressing  used  under 
spray.  It  was  noticed  when  he  was  struggling  under  chloro- 
form before  the  operation  that  the  right  side  was  paralysed. 
From  this  time  improvement  began ;  his  convulsions  ceased 
and  his  general  condition  became  slowly  better.  Two  days 
afterwards,  as  the  wound  smelt  badly,  the  gauze  dressing  was 
discontinued  and  iodoform  substituted. 

On  April  4  it  was  first  noticed  that  the  mouth  was  drawn 
to  the  left  and  the  tongue  protruded  to  the  right  and  that 
there  was  want  of  expression  on  the  right  side  of  his  face. 
He  remained  absolutely  paralysed  in  the  right  arm  and  leg. 
By  April  14  he  could  understand  when  spoken  to;  he  did 
what  he  was  asked.  Involuntary  evacuations  had  become 
occasional  only.  The  brain  was  again  protruding;  it  had 
pushed  out  the  drainage-tube  and  the  hernia  had  increased 
gradually  to  about  the  size  of  the  thumb.  I  again  removed  it 
and  slipped  a  silver  plate  inside  the  skull  so  as  to  close  the  open- 
ing, and  having  drilled  the  skull  on  each  side,  carried  a  wire 
across  in  front  of  the  plate  to  prevent  it  from  being  pushed  out. 
During  the  subsequent  fortnight  he  continued  to  improve,  the 
facial  paralysis  became  less  marked ;  he  soon  looked  bright 
and  intelligent,  and  would  answer  questions  by  "  Yes "  or 
"No,"  though  still  unable  to  use  other  words.  The  leg  began 
to  recover  some  power  of  movement.  The  hernia,  however, 
reappeared  and  continued  to  increase,  and  on  May  3  I  again 
removed  a  mass  about  twice  the  size  of  the  forefinger.  As 
the  protrusion  occurred  owing  to  the  plate  slipping  to  one 
side  within  the  skull,  I  wired  it  in  such  a  way  that  it  was 
immovable.     Next  the  edges  of  the  scalp  wound  were  pared, 
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a  liberating  incision  made  1^  inches  distant  on  each  side^  and 
the  edges  sutured  together.  During  the  subsequent  month 
he  improved  steadily,  and  at  the  end  of  it  the  facial  paralysis 
was  little  marked ;  the  tongue,  though  protruded  to  the  right, 
could  be  carried  quite  over  to  the  left ;  there  was  considerable 
power  of  movement  in  the  leg,  but  the  arm  was  absolutely 
powerless.  He  could  ask  for  what  he  wanted,  but  could  not 
put  a  sentence  together.  A  great  deal  of  the  wound  had 
healed,  and  the  lateral  incisions  were  cicatrising.  The  plate 
caused  no  irritation;  there  was  a  very  slight  discharge  of  pus 
from  the  wounds.  During  the  latter  part  of  the  time  he  got 
up  every  day. 

On  June  23  he  had  a  slight  attack  of  general  convulsions 
lasting  a  few  minutes. 

On  July  4  I  removed  the  plate ;  the  surface  underneath  was 
smooth,  vascular,  and  looking  like  congested  mucous  membrane. 
The  edges  of  the  wound  were  pared  and  brought  together. 
On  the  following  day  he  had  another  attack  of  general  con- 
vulsions (except  the  right  arm). 

On  August  4  I  have  the  following  report  of  his  condition  : 
He  walks  about  easily,  but  slightly  drags  the  right  leg.  He 
has  no  power  of  movement  in  the  right  arm,  but  slight  rigidity 
which  has  existed  for  three  weeks  ;  touch  and  appreciation  of 
heat  and  cold  are  normal  in  this  limb.  Idea  of  position  is 
good.  There  is  a  slight  want  of  expression  on  the  right  side 
of  the  face.  The  tongue  is  protruded  a  little  to  the  right. 
Intelligence  is  good,  speech  also  good,  except  that  he  is 
given  to  repeating  the  same  words  in  answer  to  different  ques- 
tions, and  is  sometimes  at  a  loss  for  a  word.  His  wounds  are 
almost  healed.  There  is  ankle-clonus  and  exaggerated  patellar 
reflex  in  the  right  leg.  The  cremasteric  reflex  is  somewhat 
diminished  on  the  right  side.  Above  this  the  body  reflexes 
are  absent  on  the  same  side.  The  movements  of  the  eyes  are 
normal. 

On  September  5  he  left  the  Infirmary  and  went  to  Skye,  of 
which  he  is  a  native.  I  hear  that  he  is  in  good  health,  but  has 
had  several  fits,  mostly  at  night,  and  always  with  a  distinct 
warning.  He  was  a  thin-boned  wiry  Celt  and  a  magnificent 
surgical  patient,  with  great  tenacity  of  life  and  with  tissues  of 
exceptional  recovery  power. 

The  case  extends  over  so  long  a  time  that  I  fear  the  dates 
are  somewhat  confusing,  so  I  have  brought  together  the  most 
important  events  and  give  the  number  of  days  after  the  ori- 
ginal injury. 
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Admitted  to  the  hospital  and  the  depressed  fragments  of 
skull  raised — 3  days. 

Loose  fragments  of  skull  removed  and  hernia  cerebri  first 
cut  off — 9  days. 

Hernia  cerebri  again  removed,  and  silver  plate  closing  the 
opening  placed  inside  the  skull — 23  days. 

Hernia  cerebri  removed  for  the  third  time  and  plate  firmly 
fixed — 42  days. 

Plate  finally  removed — 104  days. 

The  treatment  of  hernia  cerebri  as  described  in  text-books 
has  resolved  itself  into  two  methods,  either  steadily  cutting  off 
the  protrusion  or  simply  leaving  matters  alone  in  the  expectation 
that  sloughing  will  occur  and  then  the  granulatin'g  surface  left 
will  heal  over.  The  balance  of  authority  seems  to  be  in  favour  of 
doing  nothing.  The  mortality  under  either  plan  is  very  high. 
Pressure  external  to  the  skull  has  always  failed  to  restrain  the 
protrusion,  and  when  actively  applied  has  been  followed  by 
increased  coma.  Now,  I  know  the  weakness  of  making  any 
general  statements  from  a  single  case,  and  I  am  not  going  to 
ask  you  to  attach  a  higher  value  to  this  one  than  that  the 
result  is  a  substantial  reason  for  employing  the  same  treatment 
again.  I  desire  to  point  out  that  so  long  as  the  plate  was  in 
position,  though  it  was  not  an  exact  fit,  no  protrusion  occurred, 
that  it  caused  singularly  little  irritation,  that  its  presence 
had  no  injurious  effect,  direct  or  indirect,  on  the  brain. 
Latterly  the  discharge  of  pus  from  the  wound  was  very  trifling, 
and  both  the  cerebral  symptoms  and  the  general  state  steadily 
improved.  A  plate  placed  inside  the  skull  differs  from  any 
means  of  restraint  applied  outside  in  that  it  simply  retains  the 
brain  in  its  normal  case  and  does  not  actively  press  upon  the 
whole  or  any  portion  of  it. 

Post-mortem  examination  shows  that  hernia  cerebri  con- 
sists of  brain-substance,  hyperplastic  granulation  tissue,  blood, 
and  serum.  The  subjacent  brain  may  be  either  soft,  swollen, 
and  oedematous,  or  may  contain  abscesses;  there  may  be 
extensive  intra-  and  sub-arachnoid  effusions  of  pus  or  lymph, 
and  the  ventricles  may  be  filled  with  large  quantities  of  fluid. 
With  such  concomitant  conditions  who  can  doubt  that  the 
mortality  will  always  be  high  ?  But  I  am  not  without  hope  that 
retention  may  diminish  it  and  may,  moreover,  save  waste  of 
brain-substance  and  brain-function.  It  is  noteworthy  ]^that 
with  A.  N.  the  original  injury  did  not  cause  paralysis,  which 
only  occurred  when  the  brain  inflamed  and  about  the  same 
time  as  it  began  to  protrude. 
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The  plate  was  a  florin  rolled  out  to  about  four  times  its 
original  size.  I  took  a  rubbing  of  the  opening  in  the  skull 
and  then  cut  the  plate  about  a  quarter  of  an  inch  broader,  but 
no  longer.  If  I  were  doing  it  again  I  would  cut  the  plate  a 
little  larger,  nick  it  with  a  pair  of  shears  in  four  places  on 
each  side,  and  turn  up  the  pieces  between  the  nicks.  It  then 
could  be  made  self -retaining,  and  there  would  be  no  necessity 
for  drilling  the  skull.  As  I  have  said,  it  was  not  an  exact  fit 
to  the  openiug,  and  this  had  the  great  advantage  of  allowing 
drainage.  The  plan  of  making  two  incisions  through  the 
scalp  parallel  to  the  wound  and  then  bringing  the  scalp 
together  over  the  plate  has  the  distinct  advantage  of  providing 
the  brain  with  a  good  deal  of  firm  support  in  anticipation  of 
the  withdrawal  of  the  plate,  which  can  be  slipped  out  through 
an  opening  much  smaller  than  the  wound. 

Note. — July  20, 1886. — Patient  still  in  Skye,  I  have  received 
from  his  friends  the  following  account  of  his  condition  :  "  Fits 
becoming  less  frequent,  average  now  once  a  month,  but  has 
not  had  one  for  last  five  weeks.  No  power  regained  in  right 
arm,  but  leg  quite  strong  and  under  control.  General  health 
good;  patient  averse  to  exertion  and  does  nothing.  Aura 
always  present  before  fit." 
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XXX. — On  Some  Chronic  Nervous  Sequelce  of  Small- 
pox, especially  affecting  the  Speech.  By  Thomas 
Whipham,  MB.,  and  A.  T.  Myers,  M.D.  Bead 
March  12,  1886. 

WE  have  ventured  to  bring  before  the  Society  two  cases  in 
which  smallpox  has  left  some  lasting  and  peculiar  traces 
on  the  nervous  system.  The  clinical  histories  and  conditions 
of  the  two  cases  have  so  many  points  in  common  that  we  are 
glad  to  be  able  to  present  them  together  ;  moreover^  we  do  not 
find  any  records  of  English  cases  with  just  the  same  clinical 
history,  though  the  experience  of  Germany  and  France  can 
leave  little  doubt  that  such  cases  occur  among  us  occasionally, 
and  if  so  are  doubtless  within  the  knowledge  of  members  of 
the  Society.  They  are  both  women  in  middle  life,  aet.  45 
and  42  respectively,  who  had  attacks  of  smallpox,  the  one  in 
1879,  the  other  in  1881,  from  which  they  recovered  incom- 
pletely with  some  paralytic  and  ataxic  symptoms,  and  a  pecu- 
liar difficulty  of  speech,  which  was  at  one  time  so  strikingly 
similar  in  the  two  as  to  reproduce  genuine  confusion  if  the  ear 
alone  was  trusted  to  distinguish  them.  They  have  been  under 
observation  about  six  and  four  years  respectively,  and  have 
made  some  progress  towards  recovery,  but  still  retain  what  we 
think  may  be  considered  some  interesting  features,  especially 
in  the  characters  of  their  speech. 

Case  1. — Jane  Broderick,  ast.  39,  was  admitted  as  an  out- 
patient under  Dr.  Cavafy  on  September  29,  1879,  who  at  that 
date  noted  that  her  speech  was  very  slow  and  indistinct,  that 
she  could  walk  fairly  well,  that  the  grasp  of  her  hands  was 
feeble,  that  she  appeared  very  weak.  She  was  reported  to  be 
very  irritable  at  times.  Her  urine  was  examined  and  found 
to  be  normal.  Under  Dr.  Cavafy's  treatment  she  recovered, 
to  a  certain  extent,  the  use  of  her  hands,  the  increase  of  power 
commencing  in  the  right;  her  speech,  however,  remained 
unchanged. 

On  January  26,  1880,   Dr.   Cavafy  was  kind  enough   to 
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transfer  the  case  to  one  of  us  (Dr.  Wliipham)  as  suitable  for 
admission  as  an  in-patient  into  St.  George's  Hospital. 

The  history  of  the  case  was  obtained  partly  from  the  patient 
herself  and  partly  from  her  husband. 

She  had  always  enjoyed  excellent  health  until  the  attack 
of  smallpox  from  which  her  condition  on  admission  dated. 

She  had  five  children,  all  of  whom  were  living  and  well ; 
the  youngest  was  born  in  June,  1879,  and  before  it  was  three 
weeks  old  she  contracted  smallpox  and  was  removed  to  the 
Smallpox  Hospital  at  Fulham,  where  she  was  subjected  to  cold 
baths,  a  method  of  treatment  that  displeased  her  much,  as  it 
made  her  feel  cold  and  uncomfortable  for  the  remainder  of  the 
day.  She  remained  in  the  Smallpox  Hospital  for  three 
months,  the  last  six  weeks  of  which  she  was  up  and  about. 
The  affection  of  her  speech  and  the  other  paralytic  symptoms 
were  noticed  by  herself  when  the  delirium,  with  which  the 
fever  was  attended,  had  passed  off. 

The  report  of  the  case  during  her  residence  at  the  hospital 
at  Fulham  was  obtained  through  the  kindness  of  the  Eesident 
Medical  Officer,  and  is  as  follows :  It  appears  that  on  her 
admission  she  was  unable  to  give  any  history  of  her  illness  ; 
she  understood  what  was  said  to  her,  but  it  was  observed  that 
she  put  her  tongue  out  with  difficulty,  and  that  her  pupils 
were  unequal.  On  the  following  day  she  became  unconscious, 
and  was  aroused  with  difficulty  to  take  her  food  and  medicine. 
Symptoms  of  adynamia  set  in,  and  she  remained  unconscious 
until  July  28,  i.  e.  twelve  days  after  she  came  under  obser- 
vation. After  that  date  she  gradually  improved,  improvement 
being  indicated  first  by  gradual  return  of  consciousness,  and 
then  by  her  ability  to  protrude  her  tongue  when  requested  to 
do  so.  At  this  time  she  made  efforts  to  speak,  but  until 
August  8  (twenty-three  days  after  admission)  her  speech 
was  quite  unintelligible.  Moreover,  until  August  8  she  was 
unable  to  move  her  limbs  freely,  and  the  grasp  of  her  hands 
was  extremely  feeble.  Five  days  later  she  was  allowed  to  get 
up,  but  could  not  walk  without  the  assistance  of  a  nurse  on 
each  side  of  her.  When  spoken  to  she  would  incoherently 
express  herself ;  conversation  appeared  to  excite  her ;  she  had 
fits  of  great  depression,  and  would  frequently  cry.  In  the 
course  of  a  few  days  she  was  able  to  take  exercise  in  the 
garden  without  any  assistance,  though  her  gait  was  unsteady 
and  awkward. 

On  September  13  she  was  discharged  from  the   Smallpox 
Hospital  convalescent,  but  with  the  nervous  symptoms  unre- 
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lieved ;  her  speech  was  almost  unintelligible ;  her  gait  was 
unsteady,  and  the  grasp  of  her  hands  very  weak. 

It  appeared  that  she  was  admitted  into  the  Smallpox  Hos- 
pital on  July  10,  1879,  that  being  the  fourth  day  of  the 
eruption.  On  her  return  home,  according  to  her  husband's 
account,  she  was  very  irritable,  and  was  subject  to  fits  of 
temper  when  she  failed  to  make  herself  understood.  Pre- 
viously her  temper  was  good,  but  at  this  time  she  was  so 
irritable  that  if  she  awoke  in  the  night  she  would  "  go  on  "  at 
the  children  if  they  made  the  least  movement  in  their  beds. 
Her  husband  also  noticed  that  she  had  lost  power  in  her 
hands,  and  that  she  dropped  cups  or  plates,  especially 
if  she  held  them  in  her  left  hand.  Before  the  smallpox  she 
wrote  a  good  legible  hand,  whereas  now  she  was  unable  to 
write  at  all ;  she  had  moreover  been  good  at  figures,  but  she 
was  now  unable  to  do  the  simplest  sum  in  arithmetic.  At 
meals  she  would  "  bolt  "  her  food ;  there  was  no  regurgitation 
of  liquids  through  the  nose. 

On  December  22  she  complained  of  constant  headache  and 
of  a  sensation  of  numbness  in  her  left  hand  and  arm. 

She  was  admitted  into  St.  Greorge's  on  January  26,  1880, 
and  three  days  later  the  following  notes  of  her  condition  were 
made : 

There  was  no  facial  paralysis  ;  the  tongue  was  protruded 
easily,  but  in  the  act  of  protrusion  it  was  at  first  directed 
towards  the  right  side,  with  the  tip  pointing  downwards ;  as 
protrusion  was  completed,  the  tongue  gradually  assumed  the 
straight  normal  position.  This  movement  from  the  right  to 
the  central  position  occurred  as  often  'as  the  tongue  was  pro- 
truded. The  grasp  of  both  hands  was  decidedly  weak.  Her 
articulation  was  very  indistinct  and  almost  unintelligible ; 
every  word  was  "mouthed,"  and  was  forcibly  squeezed  out. 
She  spoke  as  if,  having  the  word  clearly  in  her  mind,  it  could 
only  be  uttered  by  some  violent  muscular  effort.  Her  intellect 
was  remarkably  acute,  and  she  evidenced  great  quickness  of 
apprehension.  Her  features  were  long  and  sharp,  and  her 
expression  was  that  of  a  person  who  had  undergone  suffering 
or  anxiety.  Her  eyes  had  a  wild  and  somewhat  eager  look,  and 
this  was  the  more  obvious  when  she  was  spoken  to  and 
endeavoured  to  reply.  Her  eyeballs  were  somewhat  promi- 
nent. Her  hair  was  long,  coarse,  and  thick ;  her  urine  was 
natural. 

There  was  very  considerable  loss  of  power  in  both  arms, 
the  grasp  of  the  right  hand  seeming  a  trifle  the  feebler ;  but 
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still  she  could  raise  a  mug  to  her  lips  with  her  right  hand, 
though  not  with  the  left,  and  she  indicated  by  signs  that  she 
was  sure  she  would  drop  it  if  she  persisted  in  the  attempt. 
The  movements  too  of  the  left  hand  were  not  performed  with 
the  same  precision  as  those  of  the  right.  When  attempting  to 
grasp  anything  the  hand  was  opened  unnecessarily  widely, 
and  it  approached  the  object  with  a  spasmodic  movement, 
making,  as  it  were,  a  dash  at  it.  When  buttoning  her 
nightgown,  her  fingers  fumbled  about  helplessly,  and  she 
was  finally  compelled  to  call  the  nurse  to  her  aid.  She 
could  extend  and  flex  her  legs  powerfully  when  in  bed, 
and  no  difference  in  muscular  power  could  be  detected  in 
them. 

Sensation  was  perfect  in  all  parts  of  the  body,  and  she 
complained  of  no  abnormal  feelings. 

Auscultation  and  percussion  showed  the  lungs  and  heart  to 
be  natural,  but  the  examination  was  rendered  difiicult  by  the 
patient's  shy  nervous  manner ;  she  laughed  in  a  hysterical 
fashion  during  the  process.  Subsequent  examination,  how- 
ever, when  she  was  more  calm  in  her  manner,  confirmed  the 
previous  observation. 

Deglutition  was  performed  naturally,  and  there  was  no 
regurgitation  of  food  through  the  nose ;  mastication  was  per- 
formed with  ease,  but  she  had  a  habit  of  "bolting  "  her  food. 

She  was  ordered  a  mixture  of  Liq.  Strychn.  and  phosphoric 
acid,  with  the  ordinary  diet  of  the  hospital. 

January  30. — The  patient  got  up;  she  walked  fairly 
steadily,  and  could  stand  easily  with  her  eyes  shut. 

January  31. — She  was  very  shy  and  retiring  in  manner, 
was  nervous  and  apparently  averse  to  examination  in  the  pre- 
sence of  strangers.  She  walked  stiffly  and  with  a  somewhat 
hesitating  gait,  holding  her  hands  in  front,  with  the  fingers 
rigidly  extended.  Sensation  in  the  extremities  was,  so  far  as 
could  be  made  out,  perfectly  normal.  She  complained  of 
constant  headache,  the  pain  being  referred  to  the  occipital 
region. 

February  4. — Deglutition  was  natural.  Protrusion  of  the 
tongue  was  unaltered,  but  she  experienced  much  difficulty  in 
turning  the  tip  upwards  towards  the  nose  when  the  tongue 
was  beyond  the  teeth. 

The  left  arm  was  stiff,  the  right  certainly  stronger  (she  is 
a  right-handed  woman).  The  movement  of  the  eyes  is  regular 
and  sight  perfect. 

Her  only  complaint  was  of  pain  on  the  left  side  of  her  head. 
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She  read  easily^  but  many  words,  owing  to  the  defect  in  speech, 
were  almost  unintelligible.  She  said  that  she  did  not  under- 
stand what  she  read,  nor  could  she  remember  a  word  of  any 
sentence  when  the  book  was  removed  from  her  sight,  because 
her  "  head  was  so  bad." 

She  wrote  awkwardly  and  with  great  difficulty,  the  writing 
resembling  that  of  a  badly-educated  person. 

She  stated  that  before  the  attack  of  smallpox  she  was 
accustomed  to  write  much,  and  could  do  so  readily. 

The  difficulty  in  speaking  she  attributed  to  the  fact  that 
"  her  tongue  was  stiff  and  that  it  felt  as  if  it  belonged  to  some- 
one else."  When  protruded  it  had  a  somewhat  circular 
movement,  protrusion  being  at  first  to  the  right,  and  then, 
with  the  tip  pointed  downwards,  it  gradually  assumed  the 
natural  position. 

The  effort  of  speaking  or  reading  made  her  "  feel  hot  all 
over."  In  reply  to  the  question  whether  if  she  read  in  a 
newspaper  an  account  of  any  subject  likely  to  interest  her,  say 
a  murder,  she  would  understand  what  she  read,  she  nodded 
decidedly  in  the  affirmative,  but  gave  us  to  understand  that 
she  should  forget  what  she  had  read  the  moment  the  paper 
was  taken  away.  Experiment  apparently  confirmed  this  state- 
ment to  a  certain  extent. 

Her  recollection  of  her  own  domestic  affairs  was,  however, 
unimpaired ;  for  instance,  she  told  me  that  her  son,  ast.  8, 
''  did  everything  for  her  "  at  her  own  home  after  she  left  the 
Smallpox  Hospital,  and  she  appeared  proud  of  the  fact. 
When  I  asked  her  the  Christian  name  of  her  husband  she 
replied  at  once  and  without  the  least  hesitation,  "Niterd" 
(Richard) .  Her  memory  was  tried  in  every  way,  but,  save 
that  she  declared  her  inability  to  recollect  the  simplest  sentence 
of  any  book  from  which  she  read  (and  she  was  frequently  put 
to  this  test),  it  was  impossible  to  detect  any  deficiency.  In 
reply  to  questions  she  answered  correctly  that  she  was  in  St. 
George's  Hospital,  that  the  year  was  1880,  and  that  she  was 
thirty-nine  years  of  age.  There  appeared,  however,  to  be 
some  doubt  as  to  the  accuracy  of  her  statements  with  regard 
to  her  inability  to  remember  anything  she  had  read,  for  when 
given  her  "  head  card "  and  told  to  read  her  own  address, 
which  was  written  on  it,  and  also  "  Dr.  Whipham,"  which  was 
printed  in  large  capitals,  she  read  the  words  without  hesita- 
tion. The  card  was  then  taken  away,  and  she  was  asked  to 
repeat  what  she  had  read ;  she  at  once  repeated  the  words 
correctly. 
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She  could  count  correctly,  and  said,  allowing  for  her  indis- 
tinct articulation,  the  Lord^s  Prayer  without  a  mistake. 

She  was  directed  to  copy  a  printed  name  from  the  head 
card,  which  she  did  in  ordinary  writing  characters. 

When  requested  to  repeat  the  alphabet,  with  a  view  of 
ascertaining  her  power  of  pronouncing  each  letter,  the 
following  shows  the  sound,  so  far  as  it  was  possible  to  spell 
it,  called  forth  by  the  attempt : 


A  was  pronounced 

B 

0 

E 

F 

A. 
B. 

E. 
F. 

N  was  pronounced  N. 

0               „               Hoper. 

P                                P 

Q               „               Dumey. 

R               „               Arther. 

H 

Djeg. 
H. 

S                ,,               Ethter. 
T              „              T. 

I 
K 

1 

ijey. 

K. 

"  Aenter 

U              „              U. 

V               „               Puey. 
W              „               Dumdew 

L               „           -l 

and 

X               „               Eksher. 

1 
M 

Aearn. 
M. 

Y               „               Bwyther 
Z                „               Dead. 

So  with  the  numerals  : 

1  was  pronounced  one. 

2  „               two. 

8  was  pronounced  eight. 

9  „               Nickern 

3 

tee. 

(German  "  ch.' 

4 

four. 

10               „               ten. 

5 

five. 

11                „                nebm. 

6 

dick. 

12               „               deebfll. 

7 

deffon. 

She  did  a  simple  addition  sum  correctly,  but  said  that  she 
had  never  been  taught  subtraction,  division,  &c. 

She  called  things  by  their  right  names,  without  the  least 
hesitation. 

February  6. — Laryngoscopic  examination  revealed  nothing 
abnormal  in  the  larynx,  all  movements  being  perfectly  per- 
formed. 

On  depressing  the  tongue  the  right  azygos  uvulae  was  seen 
to  act  more  powerfully  than  the  left;  the  tip  of  the  uvula 
was  thus  drawn  upwards  and  backwards  to  the  right,  but  in 
about  ten  seconds  resumed  its  natural  position. 
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On  allowing  her  to  close  her  mouth  for  a  few  seconds  and 
again  depressing  the  tongue  this  contraction  of  the  uvula  was 
repeated,  and  it  recurred  as  often  as  the  above  movements 
were  repeated. 

February  7. — Still  complained  of  pain  in  the  left  side  of 
the  head,  chiefly  in  the  temporal  region ;  also  of  pain  in  the 
chest  if  she  inspired  deeply.  The  peculiar  movement  of  the 
uvula  was  less  marked.  The  semicircular  movement  of  the 
tongue  persists,  but  she  was  able  to  turn  the  tip  upwards  more 
easily.  There  was  stronger  grasp  of  the  left  hand  than  of  the 
right.  Her  speech  appeared  rather  more  distinct,  and  she 
walked  more  steadily. 

February  10. — There  was  a  tendency  to  constipation,  so 
Haust.  Sennae  was  ordered.  Pain  in  the  head  and  chest  as 
heretofore.  No  abnormal  sounds  were  detected  in  the  chest. 
The  pain  in  the  chest  was  probably  due  to  dyspepsia. 

February  11. — The  right  side  of  the  tongue  was  coated 
with  a  white  fur.  Headache  acute  on  first  awaking  in  the 
morning.  Slept  well.  Complained  of  difficulty  in  mastication, 
so  her  diet  was  altered  from  the  ordinary  hospital  diet  to 
pounded  meat,  an  egg,  and  a  light  pudding.  She  was  ordered 
to  accompany  another  patient  for  a  walk  in  Hyde  Park  when 
the  weather  was  fine. 

February  14. — The  pain  in  the  head  was  unrelieved,  so  a 
mixture  was  prescribed  containing  bromide  of  potassium  and 
bark  three  times  a  day. 

February  16. — Headache  entirely  relieved,  dyspepsia  also, 
so  ordered  a  mutton  chop  in  place  of  the  pounded  meat. 

February  20. — The  patient  has  occasionally  some  return  of 
the  headache.  She  was  unable  to  go  out  in  consequence  of 
the  bad  weather. 

February  27. — ^Was  able  to  go  out  for  a  walk  yesterday 
and  again  to-day,  and  feels  much  better  for  the  exercise.  She 
complains  of  headache  in  the  morning,  which  is  relieved  when 
she  is  out  in  the  air.  Cough  prevents  her  from  obtaining 
much  sleep. 

March  2. — Pain  persists  at  the  top  of  the  head.  A  pint  of 
porter  was  added  to  her  diet,  and  a  senna  draught  as  the 
bowels  were  costive. 

March  6. — Speech  unchanged.  When  told  to  pronounce 
the  nurse's  name  (Moseley)  she  said  "  Mod-er-ney,''  each 
syllable  being  given  slowly  but  distinctly,  though  with 
considerable  muscular  effort.  Five  grains  of  iodide  of  potas- 
sium were  added  to  the  medicine. 
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Marcli  11. — The  headache  was  referred  to  the  left  temporal 
region,  and  was  instantly  relieved  when  a  piece  of  menthol 
was  rubbed  for  a  few  seconds  on  the  skin  over  the  painful 
region. 

The  heart's  first  sound  was  reduplicated  over  the  centre  of 
the  cardiac  area.  The  medicine  was  changed  to  Tinct.  Ferri 
Perchlor.  iT\v,  Liq.  Strychn.  ^\\_ni,  Acid.  Phos.  Dil.  v\xy,  Aq. 
^iss  ter  die. 

March  15. — Her  manner  of  walking  was  certainly  steadier, 
but  she  said  that  she  became  easily  tired,  and  was  obliged  to 
rest  when  she  had  been  out  for  a  short  time. 

March  27. — Only  occasional  headache  ;  two  eggs  were 
added  to  her  diet. 

April  3. — Was  discharged  at  her  own  request,  as  she  was 
anxious  to  get  home.  Her  condition  had  not  materially 
altered  during  the  past  few  weeks. 

April  16. — The  patient  presented  herself  for  inspection; 
she  was  in  good  health  and  free  from  headache.  Her  speech 
was  unimproved,  and  her  tongue  was  protruded  naturally, 
and  there  was  no  abnormal  contraction  of  the  right  azygos 
uvulae. 

May  4. — She  again  presented  herself.  She  complained  of 
pain  in  the  left  temporal  and  occipital  regions,  and  she 
expressed  her  belief  that  it  was  due  to  the  medicine.  The 
nurse's  name,  Moseley,  was  pronounced  Moz-er-nee,  each 
syllable  being  uttered  distinctly  and  with  apparent  effort.  The 
word  "  Clara "  was  pronounced  Nai-dee.  She  had  walked 
from  Fulliam,  and  alone  for  the  first  time  since  her  illness. 
She  complained  that  her  legs  trembled  when  she  walked. 

June  16. — Walked  to  St.  George's  from  her  residence  at 
Fulham  with  ease.  Complained  of  constant  pain  in  the  fore- 
head, but  it  did  not  prevent  her  from  sleeping  well  at  night. 
She  pronounces  one  or  two  words  more  distinctly,  e.  g.  for  W 
she  says  dumdle-ew.  In  most  other  words,  however,  she  has 
great  difficulty  with  the  letter  L.  The  tongue  is  at  first  pro- 
truded to  the  right,  and,  as  before,  quickly  assumes  a  natural 
position  in  the  median  line.  No  abnormal  contraction  of  the 
azygos  uvulse.  The  grasp  of  the  left  hand  is  more  feeble 
than  that  of  the  right,  but  she  has  no  difficulty  in  holding 
things. 

July  7. — Complained  of  pain  all  over  the  top  of  the  head, 
which  she  attributed  to  irregularity  of  the  catamenia.  This 
pain  had  been  worse  during  the  past  fortnight.  The  grasp  of 
the  left  hand  was  decidedly  weaker  than  that  of  the  right,  the 
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reverse  having  previously  been  observed,  but  no  difference 
could  be  detected  in  the  legs.  The  tongue  was  pushed  very 
slightly  to  the  right  when  the  tip  first  left  the  mouth.  Moseley 
pronounced  Mod-er-ney;  W  had  very  nearly  its  proper  sound. 
She  had  the  same  difficulty  with  the  word  "  Clara "  as  on 
May  4. 

July  28. — Much  improved.  Pain  in  head  entirely  relieved. 
The  Dect.  Aloes  Co.  makes  her  sick.  Complains  of  pain  in 
sacral  region.  Grasp  of  left  hand  as  before,  speech  staccato, 
no  alteration.  Tongue  slightly  protruded  towards  the  right. 
Carlsbad  salt  ^ij  pro  re  nata. 

Dr.  Barnes  examined  the  patient  and  expressed  a  suspicion 
that  she  was  about  three  months  pregnant. 

October  16. — Patient  presented  herself  at  the  hospital, 
looking  remarkably  well,  but  complaining  of  almost  constant 
pain  on  the  top  of  the  head  and  forehead ;  the  pain  was  not 
worse  at  night.  The  tongue  was  still  slightly  protruded  to 
the  right  side,  but  almost  immediately  occupied  the  usual 
median  position.  The  grasp  of  the  left  hand  was  very  much 
weaker  than  that  of  the  right,  which  was,  so  far  as  could  be 
judged,  normal.  No  improvement  in  speech  had  taken 
place.  No  affection  of  the  special  senses  could  be  detected. 
Her  gait  was  natural,  and  she  experienced  no  difficulty  in 
walking  from  Fulham  to  Hyde  Park  Corner.     Quin.  Sulph. 

gr.  iij. 

October  23. — A  careful  examination  of  the  patient  was 
made,  with  the  following  result :  Power  of  articulation 
remained  unchanged;  sensation  appeared  to  be  perfect ;  there 
was  no  muscular  wasting,  even  of  the  left  arm.  On  testing 
the  movements  of  the  fingers,  it  was  found  that  she  was  unable 
to  execute  a  "  shake  "  on  the  piano  with  either  hand,  though 
some  approach  to  such  movement  of  the  fingers  was  perhaps 
slightly  perceptible  on  the  right  side,  but  only  occasionally. 
The  tongue  was  protruded  to  the  right  side  more  decidedly 
to-day  than  it  had  been  for  some  time  past ;  it  gradually  and 
quickly,  however,  assumed  its  proper  position  as  the  protrusion 
was  completed.  She  still  persists  in  stating  that  she  is  unable 
to  recollect  what  she  reads,  but  this  statement  is  not  borne 
out  by  experiment.  There  is  no  tenderness  of  the  scalp,  but 
she  complains  of  severe  headache.  She  is  five  months  preg- 
nant. 

October  30. — Has  discontinued  the  quinine  mixture  for  the 
last  two  or  three  days,  and  the  headache  is  better.  Looks 
fat  and  remarkably  well.     No  medicine. 
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November  20. — Patient  presented  herself  in  excellent 
health.     The  symptoms  remained  unchanged. 

May  4,  1881. — The  patient  soon  after  the  last  note  was 
admitted  into  the  British  Lying-in  Hospital,  and  was  safely 
delivered  of  a  healthy  child.  She  came  to  show  herself  to-day 
at  St.  George's  Hospital.  She  had  gained  flesh  and  expressed 
herself  as  feeling  in  excellent  health.  She  looked  strong  and 
robust,  was  quite  free  from  pain ;  there  was  slight  want  of 
power  in  the  grasp  of  the  right  hand.  The  tongue,  however, 
was  still  protruded,  as  heretofore,  to  the  right  before  assuming 
the  natural  median  position.  Her  speech  had  become  much 
more  distinct,  and  her  husband  informed  me  that  he  could 
now  understand  all  she  said  to  him.  Difficulty  was  expe- 
rienced by  strangers  in  apprehending  her  conversation,  even 
if  she  confined  herself  to  short  sentences ;  such  words  as 
Moseley,  Clara,  eleven,  or  such  letters  as  W  or  L,  were  pro- 
nounced much  in  the  same  manner  as  heretofore.  Her  child 
was  quite  healthy. 

October  29. — Patient  in  excellent  health.  The  want  of 
power  in  the  right  hand  was  as  before,  but  the  tongue  was 
protruded  straight,  and  the  back  of  the  mouth,  including  the 
soft  palate  and  uvula,  were  in  all  respects  natural.  The  hus- 
band told  me  that  she  was  disinclined  to  take  exercise  and 
would  remain  indoors  for  weeks  together. 

It  was  noticed  that  when  instructions  were  given  her  to 
walk  daily  she  appealed  to  her  husband  to  remember  what 
was  said.  Her  manner  of  speaking  was  jerky;  or  perhaps 
explosive  would,  as  Dr.  Cavafy  suggested,  better  express  her 
manner  of  speech.  The  words  above  mentioned  as  presenting 
great  difficulties  in  their  pronunciation  were  given  much  more 
distinctly,  with  the  exception  of  "  Moseley,"  which  was  pro- 
nounced Mod-er-nee  as  heretofore. 

She  could  walk  perfectly,  but  was  still  unable  to  perform 
a  "  shake  "  on  the  piano.  She  said  that  she  felt  perfectly 
well,  and  she  looked  so. 

November  19. — The  patient  came  to  hospital  that  the 
various  reflexes  might  be  examined.  Neither  superficial  nor 
deep  could  be  decisively  shown,  but  it  must  be  admitted  that 
these  observations  cannot  be  considered  satisfactory,  because 
it  was  impossible  to  make  the  patient  understand  that  she 
was  not  to  contract  her  muscles.  She  was  in  very  good 
health ;  but  little  dift'erence  could  be  detected  in  the  grasp  of 
the  hands.  Speech  was  unimproved ;  it  was  noticed  to-day 
that  she  was  unable  to  pronounce  W  in  combination,  e.g.  the 
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word  '^  wet "  became  ''  vefc,"  &c.  The  name  of  her  baby 
riorrie  was  pronounced  ''  Folly,"  the  patient  herself  being 
evidently  aware  that  the  sound  was  incorrect. 

March  2Q,  1885. — Mrs.  B.  came  up  to  report  herself.  She 
seemed  in  very  good  general  health  and  spirits,  and  there  was 
very  little  abnormal  about  her  except  her  fashion  of  speech. 
Her  gait  was  quite  natural ;  she  felt  no  giddiness  nor  difficulty 
in  turning  nor  in  walking  with  her  eyes  shut.  The  grasp  of  her 
hand  was  hardly  of  full  strength,  the  left  hand  rather  weaker 
tlian  the  right.  She  found  great  difficulty  in  moving  her 
fingers  separately  or  rapidly,  as  in  playing  on  the  piano.  The 
left  hand  was  rather  more  clumsy  than  the  right,  but  she  had 
never  learnt  to  play  on  the  piano  or  any  similar  art.  Eyes 
natural  and  equal ;  no  nystagmus  or  Argyll-Robertson  phe- 
nomenon. The  patellar  reflex  was  very  easily  elicited,  even 
through  her  dress ;  the  Achilles  tendon-reflex  could  also  be 
obtained,  but  no  ankle-clonus.  There  was  equality  of  the  two 
sides.  She  showed  the  same  misunderstanding  as  before 
when  it  was  attempted  to  test  the  deep  reflexes  of  the  arms, 
and  held  her  arms  too  stiff  to  afford  any  satisfactory  results. 

A  careful  inspection,  with  and  without  the  laryngoscope, 
showed  an  outwardly  normal  condition  of  the  uvula,  soft 
palate,  pharynx,  and  larynx.  No  inco-ordination  of  move- 
ments, or  abnormality  of  the  internal  muscles  that  could  be 
produced  under  inspection,  was  noticed. 

Speech. — This  was  decidedly  more  distinct  and  more  correct 
than  on  the  last  visit,  but  still  so  abnormal  that  a  stranger 
found  it  almost  impossible  to  understand  more  than  a  word  or 
two  of  her  natural  conversation.  There  was  no  especial  diffi- 
culty in  beginning  to  speak  as  is  sometimes  seen  in  convales- 
cent aphasics,  nor  phenomenon  such  as  is  usual  in  stammer- 
ing, when  a  long  series  of  spasmodic  efforts  has  to  be  gone 
through  before  some  particular  syllable  is  elicited,  and  then 
a  number  of  syllables  and  words  are  pronounced  quickly 
and  normally.  In  her  there  was  an  excess,  but  an  almost 
equal  excess,  of  non-spasmodic  muscular  action  in  lips,  mouth, 
pharynx  and  larynx,  and  throat  for  the  production  of  each 
syllable.  The  syllables  occupied  much  more  nearly  equal  time 
than  in  normal  speech ;  there  was  a  more  perceptible  interval 
between  them,  and  more  equal  accent  of  each.  It  is  quite 
within  the  limits  of  the  foreign  phrase,  ''  scanned  speech,"  but 
widely  different  from  any  example  of  scansion  shown  us  by 
the  English  schoolboy,  unless  it  be  in  spondaics. 

Experiments  were  repeated  on  several  words,  previously 
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found  to  be  incorrectly  pronounced^  and  a  decided  improve- 
ment shown  : 


Clara     pr 
W 

onounced     Carer. 
„             Deemdew. 

Z 

L 

pronounced  Ted. 
Aal. 

Moseley 
Eichard 

3) 

M5z-er-lee. 
Ni-hard. 

Art 
6 

illery      „     Ar-til-ler-ney. 
„           Tits. 

0 

)) 

0. 

7 

Tem. 

Q 

Q. 

Art. 

9 

Neyn,  as 
nasal  as  German,  but 

S 
V 

S. 
V. 

11 

more  prolonged. 
„           'Lem. 

X 
Y 

Akyt. 
Y. 

12 

Telf. 

Her  writing  showed  slight  improvement. 

On  November  12,  1885,  Mrs.  B.  came  again  to  report 
herself.  She  was  looking  strong  and  hearty,  and  feeling 
in  very  good  health.  Some  movements  were  still  a  little 
clumsy ;  her  signature  was  rather  less  shaky  and  her  voice 
less  abnormal  than  before. 

She  could  pronounce  W  nearly  correctly;  called  12  telve 
instead  of  telf,  and  made  a  nearer  approach  to  an  initial  E.  in 
Richard.  But  she  still  called  Clara  "  Carer,"  and  Lily 
"  Nely,"  and  three  "  fee.'' 

Nothing  abnormal  in  the  motions  of  the  larynx  could  be 
seen  with  the  laryngoscope.  The  tongue  and  the  uvula  were 
normal. 

On  February  11,  1886,  Mrs.  Broderick  again  visited  the 
hospital.  She  was  much  in  the  same  condition;  patellar 
reflexes  normal  on  both  sides.  She  could  write  her  name  fairly 
well,  but  when  asked  to  add  the  date,  she  asked  whether  the 
year  was  1882,  and  when  corrected  wrote  down  186.  Upon 
her  mistake  being  pointed  out  to  her  she  altered  the  figures 
to  1816,  and  then  declined  to  make  any  further  correction. 


Case  2. — Elizabeth  Bandock,  married,  set.  38,  presented 
herself  as  an  out-patient  under  Dr.  Watney,  who  kindly 
transferred  her  to  Dr.  Whipham.  She  was  admitted  into  the 
hospital  on  October  12,  1881.  She  had  always  enjoyed  good 
health. 

On  July  14,  1881,  she  went  into  the  Deptford  Hospital 
suffering  from  smallpox.  For  an  account  of  the  fever  we  are 
indebted  to  Dr.  John  McCombie,  the  medical  officer  of  that 
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institution,  who  writes  from  memory,  having  mislaid  the  notes 
of  the  case  : 

"There  was  nothing  peculiar  about  the  eruption,  which 
ran  the  course  usual  in  smallpox  modified  by  vaccination,  but 
the  nervous  symptoms  were  peculiar.  When  she  was  taken 
ill  her  husband  thought  that  she  was  under  the  influence  of 
drink,  and  on  admission  here  a  few  days  afterwards  she  was 
in  a  state  bordering  on  mania,  although  unable  to  articulate. 
She  would  bite  and  tear  the  bedclothes  with  her  teeth,  and 
grasped  objects  firmly  with  her  hands,  although  she  had  nearly 
lost  the  power  of  moving  her  upper  and  lower  extremities. 
She  made  great  efforts  to  speak,  but  was  unable  to  do  so. 
She  resisted  taking  nourishment  and  had  to  be  forced  to  do 
so.  Her  stools  and  water  were  passed  voluntarily.  The  pupils 
were  unequal.  She  remained  in  this  state  for  a  week,  when 
she  began  gradually  to  recover  her  senses,  as  well  as  the  power 
of  moving  her  extremities,  and  the  power  of  articulation.  She 
was  evidently  at  no  loss  for  words,  but  her  utterance  was 
difficult,  thick,  and  jerky.  In  raising  her  hands  to  her  mouth 
she  would  often  miss  her  mouth  entirely.  These  symptoms 
improved  very  much  before  she  was  discharged,  at  which  time 
she  could  walk  very  little,  and  that  only  with  the  assistance 
of  the  nurse.^' 

The  patient  herself  did  not  remember  much  about  the 
smallpox,  but,  so  far  as  she  knew,  the  rash  was  very  slight  and 
was  almost  confined  to  the  head  and  face. 

On  admission  to  St.  George's  she  was  in  good  health,  and 
consented  to  become  an  in-patient  that  something  might  be 
done,  if  possible,  to  improve  her  power  of  walking.  The 
smallpox  eruption  had  left  one  or  two  scars  on  the  forehead, 
and  there  was  every  reason  to  believe  the  patient's  statement 
as  to  the  slightness  of  the  eruption. 

She  was  a  sharp  intelligent  woman,  with  a  bright  facial 
expression.  No  paralysis  of  the  muscles  of  the  face,  of  the 
tongue,  soft  palate,  or  larynx  existed,  but  her  speech  was 
peculiarly  slow,  and  each  word  was  jerked  out  in  an  explosive 
manner.  There  was  no  difficulty  in  pronouncing  any  word  or 
letter,  but  occasionally  the  syllables  would  run  into  one 
another.  She  hesitated  before  giving  utterance  to  each  word 
as  though  she  at  first  "  could  not  frame  to  pronounce  it  right," 
but  after  a  moment  of  such  hesitation  the  word  or  letter  was 
uttered,  as  has  been  said,  as  if  it  burst  forth  from  her  restrain- 
ing lips. 

She  could  read,  and  remembered  perfectly  what  she  had 
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read.  Neither  her  writing  nor  her  powers  of  calculation  had 
suffered  in  the  least.  She  was  an  even-tempered  woman,  but 
was  not  free  from  those  attacks  of  irritability  so  common  in 
recorded  cases  of  this  nature. 

There  was  a  want  of  co-ordination,  rather  than  any  paralysis 
of  the  muscles  of  the  legs,  and  although  she  walked  fairly 
well,  the  heels  were  brought  sharply  to  the  ground  as  in  ataxia. 
She  had  too  a  sensation  as  if  she  would  fall  while  walking. 
She  was  able  to  stand  well  with  her  eyes  shut,  and  could  rock 
from  heel  to  toe,  with  her  feet  close  together,  without 
difficulty. 

The  grasp  of  the  hands  was  firm,  but  that  of  the  left  was  the 
stronger  although  she  was  unconscious  of  any  such  difference 
She  was  unable  to  move  her  fingers  quickly  as  in  executing  a 
"  shake  "  on  the  piano.  She  stated  that  she  was  afraid  to  nurse 
her  baby  lest  she  should  drop  it ;  and  though  she  could  convey 
a  full  cup  to  her  mouth  successfully  she  was  compelled  to  keep 
her  attention  closely  fixed  upon  what  she  was  about,  other- 
wise she  would  drop  it.  Sensation  was  perfect.  The  special 
senses  were  unaffected. 

The  treatment  consisted  of  iodide  of  potassium  and  bark, 
with  the  ordinary  diet  of  the  hospital.  She  remained  under 
treatment  until  November  4,  1881,  when  she  left  at  her  own 
request,  her  symptoms  being  unchanged.  Dr.  Myers  reported 
that  the  deep  reflexes  of  the  knee  and  arm  on  both  sides  were 
in  excess,  but  there  was  no  ankle-clonus. 

1882. — January  23. — The  patient  presented  herself  at  the 
hospital  because  she  found  that  the  difficulty  in  walking  was 
increasing,  and  the  power  in  her  arms  failing.  She  stated  that 
if  she  took  a  walk  for  a  distance  of  half  a  mile  she  would 
suddenly  lose  all  power  in  her  legs  and  would  fall  forwards. 
After  resting  for  a  few  minutes  she  would  recover  herself  and 
be  able  to  proceed  on  her  journey,  to  be  attacked  in  a  similar 
manner  perhaps  in  the  next  half  mile.  This  might  happen 
several  times  in  the  course  of  a  mile  and  a  half.  She  stated 
distinctly  that  she  received  no  warning  whatever  of  this  sudden 
loss  of  power  in  the  legs,  and  that  it  was  unattended  by  pain, 
giddiness,  or  any  cerebral  symptoms.  In  walking  she  advanced 
first  one  shoulder  and  then  the  other,  as  if  such  movements 
were  needed  to  swing  the  legs  forwards;  otherwise  she  appeared 
to  walk  without  difficulty ;  she  could  stand  steadily  and  without 
support.  The  grasp  of  the  hand  was  as  follows :  right  =  35  lbs,, 
left  =  28  lbs.,  but  she  said  that  she  was  obliged  to  keep  her 
attention  constantly  fixed  on  her  arms  when  nursing  her  baby, 
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lest  she  should  drop  it.  The  explosive  manner  of  jerking  out 
her  words  remained  as  heretofore,  and  she  was  unable  to 
perform  a  "  shake/'  as  on  the  piano.  Her  general  health  was 
excellent.  She  was  unable  to  plait  her  hair.  She  started  to 
do  so  properly,  but  almost  immediately  the  movements  of  her 
hands  and  fingers  became  confused  and  the  hair  was  tangled 
into  hopeless  disarray. 

1883. — January  29. — The  patient  again  presented  herself. 
She  said  that  she  felt  better  in  every  way.  Speech  had 
improved,  her  articulation  was  clearer  and  there  was  less 
jerking  out  of  the  words.  The  grasp  of  the  hands  is  strong, 
and  she  could  now  cut  her  food  a  little,  but  there  was  still  the 
same  difficulty  in  "  doing  her  hair."  She  could  divide  it  into 
three  portions  for  plaiting,  but  on  attempting  to  make  the 
plait,  her  hands  moved  about  in  a  meaningless  manner  and  the 
hair  iDecame  hopelessly  entangled.  She  was  unable  to  do  needle- 
work, because  her  forearms  trembled.  She  still  tottered  when 
she  walked,  and  especially  if  she  attempted  to  turn  round 
sharply.     General  health  very  good. 

During  the  year  1884  Mrs.  Bandock  remained  in  much  the 
same  condition. 

On  February  12, 1885,  she  presented  herself  for  inspection. 
It  was  then  found  that  she  had  so  far  recovered  co-ordinate 
power  in  her  hands  as  to  be  able  to  plait  her  hair  in  three, 
but  it  was  done  in  a  very  clumsy  manner,  with  many  mistakes 
and  a  most  untidy  result.  After  she  had  done  so  she  volun- 
teered the  statement  that  she  felt  as  if  the  muscles  of  her 
arms  had  been  beaten.  No  other  change  was  noticed  in  her 
condition. 

On  November  12  Mrs.  B.  was  looking  well  and  in  good 
spirits.  She  said  she  was  sometimes  irritable  from  having 
to  sit  still,  and  not  being  able  to  do  anything.  Her  hands 
were  certainly  clumsy;  however,  she  could  pick  up  a  pin 
easily  and  plait  her  hair  better  than  she  had  ever  done 
before,  but  she  could  not  manage  to  move  her  hands  rapidly 
as  if  playing  the  piano.  Her  walk  was  a  little  worse  than  it 
had  been  nine  months  before ;  she  took  short,  hurried,  unde- 
cided steps,  and  moved  quickly  but  not  quite  regularly,  and 
said  she  dared  not  walk  through  a  crowd,  for  she  would  have 
been  so  easily  pushed  down. 

Reflexes. — Knee-jerk  very  decidedly  in  excess  on  both 
sides,  no  distinct  ankle-clonus  perceptible. 

Speech. — A  little  better  than  before.  She  read  a  piece 
of  the  Times,  taken  at  random,  rapidly  and  easily,  but  it  was 
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very  hard  to  understand  her  (less  effort  used  than  by  Jane 
Broderick  in  reading,  and  the  words  easier  than  Jane  Broderick 
on  the  whole  to  understand).  She  slurred  some  syllables,  as 
Artillry  instead  of  Artll-ler-ey  (Jane  Broderick)  though  the 
speech  generally  was  scanned.  Could  say  Clara  and  Richard 
easily. 

The  report  of  these  cases  should  not,  we  think,  be  con- 
cluded without  a  postscript  to  the  effect  that  both  women  had, 
previously  to  the  attack  of  smallpox,  suffered  much  from 
mental  anxiety;  Jane  Broderick  having  been  greatly  dis- 
tressed for  some  time  by  the  delicate  health  of  one  of  her 
children,  and  Elizabeth  Bandock  on  account  of  bad  treatment 
at  the  hands  of  her  husband,  who  had  deserted  her. 

As  the  nervous  sequelae  of  smallpox  have  received  very 
little  attention  in  English  medical  literature,  we  could  be  sure 
they  were  very  uncommon  in  practice,  but  thought  it  worth 
while  to  turn  for  a  moment  to  the  experience  of  some  of  the 
chief  smallpox  hospitals  of  London.  The  records  at  Stockwell 
were  consulted,  and  showed  in  the  last  fourteen  years  about 
1600  deaths  from  smallpox,  but  in  only  three  of  these  is  any 
nervous  injury  mentioned,  and  in  these  it  was  slight  cerebral 
meningitis  with  no  symptoms  that  could  clearly  be  distin- 
guished during  life  in  the  patient's  state  of  high  fever  and 
delirium.  The  clinical  accounts  of  the  last  2000  cases  were 
looked  through  without  finding  any  records  of  nervous 
sequelae.  At  Homerton  the  records  showed  nothing,  but  from 
the  cases  at  Deptford  the  Junior  House  Officer,  Mr.  Struthers, 
was  kind  enough  to  tell  us  of  two  cases  in  the  last  eighteen 
months  in  which  the  speech  had  become  unintelligible ;  in  the 
first  it  so  remained  for  three  weeks  and  then  recovered,  but 
concurrent  delirium  tremens  lessened  the  possibility  of  drawing 
any  accurate  conclusions ;  the  second  case  died  early  before 
any  detailed  record  had  been  made,  and  there  was  no  post- 
mortem examination  of  the  nervous  system.  From  Highgate 
Dr.  Goude  has  been  good  enough  to  send  us  word  that  the 
records  throw  no  light  upon  the  subject.  We  have  thought, 
therefore,  that  we  might  be  excused  for  drawing  up  a  brief 
resume  of  seventeen  cases  we  find  elsewhere  previously  printed, 
mostly  in  Germany  and  France ;  only  one,  so  far  as  we  know 
at  present,  in  England.  There  is  a  striking  group  of  eight 
cases  in  which  symptoms  closely  analogous  to  those  of  the 
patients  we  have  brought  forward  have  been  carefully 
observed. 

Westphal  originally  in  1871,  after  an  epidemic  of  smallpox 
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in  Berlin,  brougtit  such  cases  into  notice  in  a  brilliant  paper 
wMcli  raised  a  temporary  interest  in  the  matter  in  France  as 
well  as  in  Germany,  where  Gubler,  by  his  comprehensive  essay 
in  1860  on  the  nervous  sequelae  of  fevers  in  general,  had 
prepared  the  way.  The  accuracy  with  which  Westphal's 
description  of  the  speech  applies  to  the  present  cases  is  not 
a  little  remarkable.  It  is  not  our  intention  to  discuss  the 
pathology  of  the  affection,  even  if  there  were  a  sufficient  basis 
of  facts  for  such  a,n  attempt.  It  may  just  be  remarked,  how- 
ever, that  there  is  nothing  in  the  symptoms  incompatible 
with  the  hypothesis  of  minute  scattered  lesions,  chiefly 
cerebral,  and  that  it  should  occur  in  smallpox  much  more 
frequently,  apparently,  than  in  other  fevers — for  six  out 
of  the  eight  most  closely  analogous  in  our  subjoined  table 
are  of  smallpox — suggests  minute  hasmorrhages  as  a  possible 
origin. 

The  clinical  picture  is  not  that  of  the  commoner  type  of 
disseminated  sclerosis.  There  is  sudden  onset,  there  is  no 
increase  of  tremor  on  motion,  no  nystagmus.  The  peculiar 
laboured  speech  with  each  syllable  "  squeezed  out,"  as  West- 
phal  phrases  it,  is  different  from  the  more  ordinary  forms  in 
disseminated  sclerosis.  And  what  is  more  important  as  a 
characteristic  and  a  distinction  is  that  the  prognosis  is  better. 
In  these  cases  there  has  been  slow  improvement  during  six 
and  four  years,  and  in  both  it  seems  likely  to  continue.  In 
one  third  of  the  analogous  cases  we  tabulate  there  has  been 
recovery;  in  nearly  two  thirds,  improvement;  and  in  the 
single  case  of  death  out  of  the  seventeen  the  prevailing  and 
fatal  malady  was  tuberculosis. 

Note. — Since  writing  the  above  we  have  been  glad  to  see 
that  the  same  subject  has  been  very  ably  handled  by  Professor 
Jaccoud  in  three  clinical  lectures  published  under  date  of  this 
year  (1886).  After  reviewing  the  greater  part  of  the  pre- 
viously recorded  cases,  which  we  have  tabulated,  he  supplies 
a  very  good  example  in  his  own  practice  of  the  same  kind  of 
affection  of  speech  after  smallpox,  and  another  after  pneu- 
monia, and  shows  his  appreciation  of  the  earliest  and  most 
valuable  evidence  of  Professor  Westphal  to  which  we  have 
already  alluded.  To  the  general  condition  he  is  content  to 
give  the  name  "  false  "  disseminated  sclerosis — false  inas- 
much as  it  tends  nearly  always  to  recovery,  though  the  recovery 
may  be  very  slow,  as  it  has  been  in  the  cases  we  have  brought 
forward.     He  had  not  been  able  to  find  any  post-mortem 
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evidence  on  the  pathology  of  the  affection  beyond  what  we 
have  noticed,  viz.  the  single  case  under  Ebstein,  and  agrees 
in  admitting  that  on  that  matter  there  is  not  at  present 
enough  material  to  oblige  us  to  trouble  the  Society  with  a 
hypothesis. 
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XXXI. — Case  of  Baruria  in  a  Woman.     By  Samuel 
West,  M.D.     Bead  March  12,  1886. 

JULIANA  G.,  aet.  39,  shop  assistant,  was  admitted  into 
the  Eoyal  Free  Hospital  on  March  10,  1885.  She 
had  for  five  years  suffered  from  neuralgic  pains  in  the  legs 
from  time  to  time,  but  less  lately.  With  the  exception  of 
this  and  two  attacks  of  acute  bronchitis  she  had  been  in  good 
health  until  about  twelve  days  before  admission.  She  then 
caught  cold  and  had  a  little  sore-throat :  the  pains  returned  in 
all  her  limbs,  and  became  bad  enough  to  keep  her  in  bed  on 
March  7. 

On  admission  on  the  10th  she  complained  of  pain  in  the 
back  of  the  neck  and  chest,  and  in  the  limbs.  These  pains  did 
not  seem  to  be  severe.  She  was  an  emotional  woman.  The 
tongue  was  furred  and  the  fauces  a  little  congested,  the 
appetite  bad,  and  she  stated  that  she  had  eaten  hardly  any 
food  for  several  days ;  the  bowels  were  confined,  but  had  been 
moved  on  the  previous  day.  The  skin  was  moist  and  at  times 
perspiring,  and  she  stated  that  she  had  perspired  profusely 
during  her  illness.  The  pulse  was  120,  respirations  36,  tem- 
perature 100°. 

There  were  no  abnormal  physical  signs,  beyond  a  little 
rhonchus  over  the  chest.  There  was  no  swelling  or  tenderness 
of  the  joints,  the  pains  being  in  the  muscles  more  than  the 
joints. 

The  urine  was  of  sp.  gr.  1040,  rather  dark  in  colour,  acid, 
and  contained  no  albumen.  On  the  addition  of  HNO^  a  copious 
deposit  of  crystals  formed.  The  quantity  of  urine  could  not  be 
completely  measured,  but  it  was  small,  and  the  patient  stated 
that  since  her  illness  she  had  passed  much  less  than  usual. 

The  patient  was  placed  on  a  diet  of  milk,  2  pints,  and  beef- 
tea  2  pints,  and  had  an  aperient  mixture  (sulph.  of  magnesia). 

On  the  11th  the  condition  was  the  same  except  that  the 
temperature  fell  to  99°,  the  pulse  to  114,  and  the  respirations 
to  32.     The  urine  as  before. 

On  the  12th  the  condition  was  the  same,  except  that  the 
pain  was  better.  The  urine  1040,  no  albumen,  no  sugar,  some- 
what turbid,  but  without  sediment.  When  floated  on  strong 
cold  HNO^,  copious  crystals  developed  at  the  line  of  junction 
in  the  cold,  and  on  shaking  the  whole  urine  became  thick 
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with  a  dense  precipitate,  wMcli  dissolved  with  considerable 
effervescence.  This  effervescence  increased  on  heating  and  the 
fluid  became  deep  orange  red.  The  crystals  which  formed  in 
the  cold  also  dissolved  on  heating. 

After  heating  as  the  liquid  cooled  it  became  nearly  solid 
with  crystals.  These  formed  at  first  at  the  bottom  and  sides 
of  the  test-tube  in  masses  looking  like  small  sea-anemones, 
and  subsequently  fresh  masses  formed  in  the  fluid  in  balls  and 
fell  to  the  bottom,  where  they  fused  with  the  previously  formed 
crystals. 

With  pure  (not  fuming)  HNO^  the  formation  of  crystals 
was  more  abundant  still,  and  the  fluid  became  nearly  solid 
with  them.  The  crystals  were  nitrate  of  urea.  The  urea 
percentage  was  5' 2,  tested  with  a  hypobromite  solution. 

The  next  day  (March  13)  the  specific  gravity  fell  to  1025, 
and  no  crystals  at  all  could  be  obtained  with  HNO^.  The 
percentage  of  urea  fell  to  2*2. 

March  14. — Patient  better,  and  pains  less.  Urine,  but 
little  passed,  sp.  gr.  1025,  no  crystals.  Temperature  normal, 
pulse  96,  respirations  25.  After  this  the  pain  gradually 
disappeared,  and  the  patient  convalesced. 

March  16.— Sp.  gr.  1022. 

March  18. — Sp.  gr.  1025,  pulse  100,  respirations  24. 

March  19. — Sp.  gr.  1020,  pulse  66,  respirations  20. 

On  the  23rd  urine  fell  to  1012  sp.  gr.  The  pains  had  not 
quite  gone,  but  the  appetite  was  good  and  the  patient  well. 

She  was  discharged  a  few  days  later. 


Table. 

Sp.  gr. 

Urea  per  cent. 

March  10 

1040 

— 

Copious  crystals. 

11 

1040 

— 

— 

12 

1040 

5-1 

Copious  crystals. 

13 

1025 

2-2 

No  crystals. 

14 

1025 

— 

16 

1022 

— 

18 

1025 

— 

19 

1020 

— 

23 

1012 

— 

The  above  case  is,  I  believe,  one  of  those  which  Prout 
originally  described  and  to  which  Willis  gave  the  name  of 
Azoturia.  This  name  has  been  used  by  many  recent  writers 
as  synonymous  with  diabetes  insipidus,  but  incorrectly,  for 
though  Prout  and  Willis  both  believed  in  a  close  relationship 
between  these  cases  and  diabetes,  it  was  saccharine  diabetes, 
and  not  diabetes  insipidus,  that  they  meant,  and  the  relation- 
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ship  was  a  theoretical  affinity  only,  for  Prout  states  that  he 
has  never  himself  seen  the  one  affection  pass  into  the  other, 
and  he  states  further  that  it  is  a  much  rarer  disease,  as  he 
met  with  twenty  cases  of  diabetes  at  least  to  one  of  azoturia, 
and  only  once  had  he  seen  it  in  a  woman. 

Prout  makes  two  varieties  of  the  affection,  the  one,  in 
which  the  urine  is  not  increased  in  quantity,  and  when  there 
is  no  increased  appetite  or  thirst,  and  no  emaciation,  and  the 
other  in  which  all  these  symptoms  are  present. 

The  diagnosis  of  the  affection  is  determined  by  the 
excretion  of  an  undue  amount  of  urea,  without  pyrexia  or 
inordinate  appetite  to  account  for  it.  The  urine  is  pale,  clear, 
without  sediment  and  strongly  acid,  quickly  becoming  alkaline, 
and  of  a  specific  gravity  not  much  increased  usually,  but 
sometimes  reaching  1030.  Micturition  is  frequent  both  by 
day  and  night  and  the  quantity  of  urine  is  often  a  little  in 
excess  of  the  normal.  The  patient  complains  of  fatigue  and 
muscular  prostration,  of  aching  in  the  loins,  and  perspires 
easily  and  freely. 

In  the  present  case  the  patient  was  clearly  ill,  but  without 
any  definite  ailment  with  which  I  was  familiar.  There  were 
general  muscular  aches  and  pains,  but  no  joint  swellings ; 
the  skin  moist  and  perspiring,  but  not  acid-smelling  as  in 
rheumatic  fever,  and  the  urine  had  the  special  characteristics 
described. 

The  percentage  of  urea  was  unusually  high,  as  was  also 
the  specific  gravity ;  the  latter  was  1040,  and  yet  not  a  trace 
of  sugar  was  to  be  found ;  the  former  6 '2,  a  percentage  hardly 
ever  met  with  even  in  the  most  acute  fevers,  and  though  the 
temperature  was  100°  on  admission,  it  fell  the  next  day  to 
99°  and  then  to  normal,  so  that  this  slight  pyrexia  was 
insufficient  to  explain  the  phenomena. 

The  patient  was  upon  a  light  and  restricted  diet,  and  had 
had  no  appetite,  she  stated,  for  several  days,  so  that  diet  could 
not  explain  the  increase  in  urea. 

That  her  symptoms  were  connected  in  some  way  with  the 
excess  of  urea  seems  demonstrated  by  the  rapid  disappearance 
of  all  symptoms  as  the  percentage  fell  to  normal.  For  all 
these  reasons  I  think  I  am  justified  in  regarding  the  case 
as  one  of  azoturia,  or  baruria,  as  it  has  been  called. 

These  cases  must  be  rare,  for  their  existence  is  doubted  by 
many  writers,  and  passed  over  without  any  reference  by  most. 

Dr.  Eoberts  accepts  the  possibility  of  the  existence  of  the 
affection  out  of  confidence  in  Prout's  observation. 
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Parkes  had  never  seen  a  case,  but  he  refers  to  one  described 
by  Dr.  Ringer,  in  which  a  man  who  was  in  the  hospital  passed 
1130  grains  of  urea  in  the  twenty-four  hours  for  twelve  days, 
the  patient  weighing  only  109  lbs. 

Dr.  Handheld  Jones*  describes  six  cases  under  the  heading 
of  baruria,  but  the  report  is  not  full. 

That  symptoms  of  the  kind  described  may  be  associated 
with  excessive  excretion  of  urea  is  shown  by  cases  such  as  one 
which  I  published  in  a  paper  on  the  elimination  of  urea.f 

A.  man  was  sent  into  St.  Bartholomew's  Hospital  for  pain 
in  the  hip,  which  was  thought  to  be  due  to  an  injury,  and  he  was 
admitted  into  a  surgical  ward,  where  he  was  kept  in  bed  upon 
a  full  diet  of  meat  and  a  pint  of  porter.  This  continued  for  a 
week  and  his  bowels  did  not  operate  for  this  time.  He  then 
complained  of  considerable  pain  in  a  variety  of  joints  and  he 
was  placed  under  the  care  of  the  physician.  His  diet  was  at 
once  reduced  to  arrowroot  and  water  with  arrowroot  biscuit. 
The  percentage  of  urea  was  4*1.  He  refused  to  take  the  diet, 
and  the  next  day  he  was  placed  on  milk  diet.  The  following 
day  the  percentage  was  4*5,  but  on  the  days  succeeding  it 
rapidly  fell  to  3'25,  2*5,  1*75,  the  diet  remaining  the  same,  and 
the  patient  was  well  at  the  end  of  the  week.  The  temperature 
was  normal  throughout. 


Total  urine. 

Urea  per  cent. 

Total  urea 
in  grammes. 

Sp.  gr. 

23 

— 

..     4-1       .. 

— 

— 

Refused  diet  and  had 
no  food. 

24 

— 

— 

— 

— 

Milk  diet. 

25 

..       650 

..     4-45     .. 

.     28-0     .. 

1032 

26 

..     1000 

..     3-25     .. 

.     32-25  ... 

1025 

27 

650 

..     2-5       .. 

16-25  ... 

— 

^ 

28 

..     1250 

..     1-75     .. 

21-87  ... 

— 
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XXXII. — A  Case  of  Necrosis  of  the  Lower  Jaw  from 
the  Medicinal  Use  of  Phosphorus.  By  Jonathan 
Hutchinson,  F.E.S.     Bead  March  12,  1886. 

MRS.  S.,  a  lady  of  about  sixty-five,  was  sent  to  me  in 
November,  1884,  with  extensive  disease  of  the  right 
lower  jaw.  There  was  great  enlargement  of  the  whole  lower 
half  of  the  face,  and  several  sinuses  opened  externally.  One  of 
these  was  behind  the  ascending  ramus  and  another  larger  one 
under  the  body  of  the  jaw,  not  far  behind  the  chin.  In  the 
mouth  bare  and  discoloured  bone  was  exposed  along  the  whole 
length  of  the  alveolus.  The  stench  was  abominable,  and  the 
discharge  being  profuse  the  patient  was  very  much  reduced  in 
health.  The  bone,  so  far  as  I  could  ascertain,  was  quite  fixed. 
In  every  feature  the  case  resembled  one  of  phosphorus- 
necrosis,  and  I  have  never  at  such  an  age  seen  necrosis  of  the 
jaw,  of  similar  extent,  in  connection  with  any  other  cause.  I 
questioned  my  patient  as  to  whether  she  had  ever  lived  near 
any  factory  where  it  was  possible  that  she  might  have  inhaled 
the  fumes  of  phosphorus.  She  said,  "  No,  but  I  have  been 
taking  phosphorus  for  the  last  two  years."  On  further  inves- 
tigation this  did  not  appear  to  be  quite  literally  the  fact  for  she 
had  often  left  it  off  for  a  few  weeks  at  a  time.  It  remained 
true  however,  that,  with  but  short  intermissions,  she  had  taken 
Kirby^s  pills,  one  three  times  a  day,  during  this  long  period. 
They  had,  she  said,  "  quite  renovated  her  brain,"  and  she 
spoke  most  gratefully  of  the  physician,  who  had  first  recom- 
mended them.  It  is  needless  to  say  that  he  had  not  advised 
or  sanctioned  this  prolonged  use  of  them.  She  had  got 
the  prescription,  and  finding  them  beneficial,  had  continued 
their  use. 

When  I  first  saw  Mrs.  S.  she  appeared  to  me  too  ill  to 
bear  the  severe  operation  which  would  probably  be  necessary 
for  removal  of  the  bone.  The  diseased  portion  did  not  appear 
to  be  loose,  and  from  experience  of  other  cases  I  anticipated 
that  it  would  be  necessary  to  cut  through  the  bone,  with  great 
risk  that  the  process  would  afterwards  be  continued  at  the 
site  of  section.  Phosphorus  osteitis  differs  from  all  other 
forms  in  the  slowness  of  its  progress  towards  exfoliation. 
Beginning   from   the   alveolus  and  extending  outwards,  the 


Mr.  Hutchinson^s  Case  of  Phosphorus  Necrosis.       195 

external  surface  does  not  wholly  die,  and  the  new  shell  is 
often  united  by  continuity  to  the  body  which  ought  to  be,  but 
is  not,  wholly  dead.  A  knowledge  of  this  fact  led  me  to  fear 
a  formidable  operation  and  with  no  certainty  of  cure.  I  there- 
fore advised  that  nothing  radical  should  be  done  for  the  pre- 
sent and  that  Mrs.  S.  should  try  to  improve  her  general 
health. 

Four  months  later,  in  March  of  the  present  year,  I  saw 
Mrs.  S.  again.  She  was  in  much  better  health,  and  the 
general  swelling  about  the  jaw  was  somewhat  less.  Looking 
at  her  very  deplorable  state  I  now  thought  that  it  would  be 
worth  her  while  to  run  the  risk  of  an  operation.  We  had  the 
advantage  of  a  consultation  with  Sir  James  Paget,  and  the 
operation  was  decided  on.  When  she  was  under  the  anaes- 
thetic I  again  tried,  as  I  had  done  before,  to  move  the  bone 
with  a  strong  director,  but  again  quite  failed,  and  still 
believing  that  the  diseased  part  was  in  continuity  with  the 
rest,  I  proceeded  with  a  strong  raspatory  to  detach  the  gum 
over  the  anterior  part.  Several  teeth  which  were  loose  had 
been  taken  out,  and  I  expected  to  cut  through  the  bone  near 
the  chin.  When,  however,  the  bone  was  laid  bare  I  found 
to  my  great  pleasure  that  it  could  be  made  to  move  within 
the  shell.  After  breaking  the  sequestrum  I  succeeded  in 
extracting  a  large  fragment  without  any  necessity  for  cutting 
instruments.  Other  smaller  portions  were  afterwards  taken 
away,  and  then  a  clean  cavity  was  left.  The  operation  had 
been  but  a  slight  one,  and  Mrs.  S.  soon  recovered.  The  portion 
removed  measured  about  4  inches  in  length,  and  had  extended 
from  the  angle  of  the  jaw  to  the  first  incisor.  It  comprised 
the  entire  thickness  of  the  bone  in  its  upper  two  thirds,  but 
not  its  lowest  part. 

The  question  remains  as  to  whether  this  necrosis  really 
was  the  result  of  the  phosphorus  which  had  been  taken.  There 
did  not  seem  to  be  much  improbability  in  the  supposition,  for 
we  know  that  the  odour  of  this  drug  may  often  be  easily  recog- 
nised in  the  breath.  It  is  even  said  that  the  breath  may  be 
made  luminous  by  it.  An  intelligent  patient  once  assured  me 
that  he  had  been  startled  on  going  into  a  dark  room,  soon 
after  having  swallowed  a  dose  of  phosphorus  dissolved  in  oil, 
by  observing  that  he  exhaled  luminous  fumes.  It  is  clear 
that  such  fumes  might  find  their  way  into  a  carious  tooth 
and  induce  osteitis  just  as  it  occurs  in  matchmakers.  I  once 
attended  a  child  from  York  for  necrosis  of  the  lower  jaw 
whose  father  had  a  match  factory.     The  only  possible  expo- 
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sure  that  we  could  make'  out  was  that  the  nursery  window 
opened  over  a  workroom. 

Kirby's  phosphorus  pills  are  in  very  extensive  use,  and 
this  is  the  only  instance  that  I  have  heard  of  in  which  jaw- 
disease  could  be  traced  to  their  employment.  The  patient  had 
carious  teeth  at  the  time  and  inflammation  of  the  jaw  had 
begun  in  connection  with  one.  It  had  been  in  progress  for  a 
year  or  more  when  I  first  saw  her,  and  had  thus  presumably 
begun  about  six  or  nine  months  after  the  taking  of  the  pills 
had  commenced. 
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XXXIII. — Tubercular  Ulceration  of  Palate,  Pharynx, 
Ears,  and  Nose;  Subsequent  {?)  Lupus  of  Face. 
By  H.  H.  Glutton.     Bead  March  26,  1886. 

THE  patient  who  is  the  subject  of  this  communication  is  a  girl 
of  fifteen  years  of  age  and  was  first  shown  to  the  Society 
on  November  13,  1885.  She  is  again  here  to-night,  and  it 
will  be  seen  that  some  considerable  changes  have  taken  place. 
Her  family  history  is  unimportant,  her  father  and  mother 
being  both  alive  and  healthy.  She  has  also  six  brothers  and 
two  sisters  who  are  all  reported  to  be  in  a  healthy  condition. 
Her  previous  history  is  as  follows  : — In  February,  1884,  she 
was  admitted  into  the  Evelina  Hospital  and  remained  there 
for  six  months  under  Dr.  Goodhart,  who  has  kindly  furnished 
me  with  the  history  of  the  case.  He  writes,  "  She  was 
admitted  for  purpura,  and  was  at  that  time  in  a  feeble,  ill- 
nourished  condition.  Whilst  under  observation  the  glands 
in  her  neck  became  enlarged,  and  a  large  mass  of  glands 
formed  in  her  left  groin.  The  spleen  became  palpable,  and 
echthymatous  sores  came  on  her  legs  and  chest.  She  also 
had  phlyctenular  ophthalmia."  Dr.  Goodhart  informs  me  that 
this  patient  was  the  case  which  he  had  in  his  mind  when  he 
was  describing  a  case  of  so-called  scrofula,  in  his  work  on 
'  Diseases  of  Children.'  I  may  be  pardoned  for  introducing 
his  description  here,  as  it  shows  the  opinion  which  was  then 
formed  by  so  accurate  an  observer  as  Dr.  Goodhart : — "  The 
picture  of  a  child  is  now  before  me,  with  her  fair  hair,  red 
eyelids,  ulcerated  and  bloodshot  eyes,  her  thick  lips,  spongy 
gums,  offensive  breath,  and  harsh  dry  skin.  Unhealthy  sores 
form  on  her  skin,  and  the  neighbouring  lymphatic  glands 
enlarge,  and  although  the  sores  slowly  heal,  the  glands  con- 
tinue to  increase,  others  become  affected,  and  with  a  hectic 
fever  she  slowly  emaciates,  without  any  real  amelioration  by 
good  living  or  drugs.  What  the  end  of  such  a  case  may  be 
it  is  hard  to  tell ;  it  may  be  acute  tuberculosis,  a  more  chronic 
phthisis,  bone  disease,  or  scrofulous  kidney."  Such  was  the 
condition  of  this  patient  when  seen  by  Dr.  Goodhart  from 
eighteen  months  to  two  years  ago.  From  the  Evelina  Hos- 
pital she  went  to  a  convalescent  home  and  improved  con- 
siderably.    But  in  April,  1885,  she  was  admitted  into  Guy's 
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Hospital  under  Mr.  Davies-Colley  for  an  ulcerated  leg  and 
sore-throat.  She  remained  there  for  three  weeks  with  great 
benefit  to  her  leg,  but  she  left  with  her  throat  in  the  same 
condition.  In  the  following  July  (1885)  she  was  sent  to  me 
in  the  out-patient  room  of  St.  Thomas's  Hospital  by  Dr.  Rugg, 
when  her  condition  was  as  follows. 

Numerous  large  and  hard  glands  could  be  seen  and  felt 
beneath  the  lower  jaw  on  both  sides  of  the  neck.  These  were 
discrete  and  not  suppurating,  giving  one  the  impression  that 
they  were  either  tubercular  or  part  of  a  general  lympha- 
denoma.  But  the  most  striking  feature  was  the  condition  of 
the  palate,  which  was  in  the  posterior  part  completely  divided 
in  the  median  line.  This  cleft  was  bounded  on  each  side  by 
an  excessively  thick  and  swollen  tissue  whose  surface  was 
superficially  ulcerated  and  covered  with  fine  red  points  or 
granulations.  The  mucous  membrane  over  the  hard  palate 
was  also  ^slightly  affected  in  a  similar  manner,  but  chiefly  in 
the  form  of  small  nodules  with  minute  pits  at  their  centres. 
I  had  not  at  that  time  the  benefit  of  Dr.  Goodhart's  notes,  nor 
did  I  know  that  the  girl  had  been  a  patient  in  the  Evelina 
and  Guy's  Hospitals.  I  came,  however,  to  the  conclusion  that 
her  condition  was  unlike  that  of  any  case  of  syphilis  that  I  had 
seen,  and  that  it  was  probably  tubercular.  My  opinion  was 
chiefly  based  upon  the  finely  papillated  surface,  swollen  tissues, 
and  the  smaller  rounded  pit-like  ulcers  at  a  distance  from  the 
central  and  larger  ulcer.  I  immediately  sent  for  Mr.  Burgess 
that  I  might  obtain  a  permanent  record  of  her  condition. 

The  accompanying  chromo-lithograph  (Plate  IV,  fig.  1) 
shows  exceedingly  well  the  points  I  have  attempted  to  describe. 

Dr.  Acland  examined  scrapings  from  the  ulcerated  surface 
several  times,  but  was  unable  to  find  any  evidence  of  the 
tubercle  bacillus.  He  was  also  kind  enough  to  examine  the 
lungs  for  me,  and  reported  that  at  that  time  (July  and  August) 
there  were  no  signs  of  phthisis.  The  only  other  points  of 
interest  were  the  presence  of  enlarged  and  hard  glands  in  the 
left  groin,  and  a  small  sore  on  the  left  side  of  chest.  The 
latter  was  very  similar  to  lupus  of  the  skin,  for  it  was  an  irre- 
gular ulcer  with  a  tendency  to  heal  in  the  centre  and  scattered 
scaly  papules  at  the  margin.  The  former  were  in  the  same 
condition  as  those  beneath  the  lower  jaw,  i.  e.  hard,  movable, 
non-suppurating  glands.  When  under  Dr.  Goodhart  the  child 
was  said  to  have  had  enlarged  glands  in  exactly  the  same 
positions,  and  the  same  sore  on  the  chest.  She  was  at  this 
time  treated  with  iron  and  arsenic. 
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During  September,  1885,  she  was  admitted  into  the  hospital, 
and  in  the  latter  end  of  the  month  a  complete  change  in  the 
condition  of  the  palate  was  seen  to  have  taken  place.  The 
part  previously  swollen  had  regained  its  natural  thickness, 
the  papillated  and  ulcerated  surface  had  disappeared,  and  in 
its  place  was  a  white,  fibrous-looking  cicatricial  tissue.  The 
soft  palate  was  of  course  divided  as  before  by  a  median 
cleft,  and  the  cicatrix  on  each  side  of  this  fissure  was  in 
the  form  of  a  broad  strip  of  fibrous  tissue  leading  from  the 
hard  palate  to  the  pillars  of  the  fauces.  These  broad  bands 
presented  an  appearance  very  similar  to  the  vocal  cords,  for 
they  were  peculiarly  white  and  in  the  form  of  the  letter  V, 
being  wider  apart  behind  than  in  front.  In  the  process  of 
healing  they  had  even  then  undergone  such  contraction  as  to 
leave  little  room  between  the  palate  and  the  base  of  the  tongue. 
On  each  side  of  the  white  glistening  cicatricial  tissue  the  sur- 
face was  still  faintly  dotted  with  fine  red  points.  A  coloured 
drawing  (Plate  IV,  fig.  2),  made  by  Mr.  Burgess  in  January, 
1886,  shows  most  of  these  points,  as  the  condition  had  not 
altered  very  much  between  October  and  January.  On  each 
side,  also,  will  be  seen  a  small  crop  of  granulations  situated 
close  to  the  free  edge  of  the  white  fibrous  cicatricial  tissue 
which  appeared  at  the  time  to  be  of  the  nature  of  papil- 
lomata. 

The  mucous  membrane  over  the  whole  of  the  hard  palate 
was  at  this  period  in  the  more  advanced  condition  that  had 
been  previously  seen  in  the  case  of  the  soft  palate,  that  is  to 
say  it  was  much  swollen  and  covered  with  small  superficial 
ulcers,  which  were  themselves  also  finely  granular,  and  in 
parts  where  the  mucous  membrane  could  not  be  said  to  be 
distinctly  ulcerated  it  was  still  rough  and  nodular.  The 
gums  of  both  upper  and  lower  jaws  were  spongy,  but  there 
was  no  other  change  in  the  mucous  membrane  of  the  mouth, 
except  what  has  just  been  described.  The  nose,  however, 
was  affected  in  the  same  way  as  the  palate,  if  one  may  judge 
from  the  appearance  of  the  mucous  membrane,  which  could  be 
seen  through  the  nostrils.  The  space  left  by  the  contracted 
soft  palate  was  too  narrow  to  obtain  a  good  view  of  the  naso- 
pharynx by  posterior  rhinoscopy.  The  left  external  auditory 
canal  and  adjoining  part  of  concha  were  also  ulcerated  and 
partially  filled  with  a  papillomatous  growth  of  the  same  kind 
as  that  on  the  palate.  The  canal  was  too  much  obstructed  to 
obtain  a  view  of  the  middle  ear.  On  the  opposite  side  the 
auditory  canal  was  quite  free,  so  that  one  could  see  a  part  of 
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the  tympanum ;  this  was  affected  in  the  same  way  by  a  chronic 
suppurative  process. 

On  October  16,  1885,  Dr.  Semon  was  kind  enough  to 
examine  the  larynx,  and  reported  as  follows  : 

''  The  hard  and  soft  palates  and  the  whole  of  the  epiglottis 
are  thoroughly  ulcerated.  The  ulceration,  from  the  base  of 
which  numerous  small  granulations  spring  up,  shows  a  kind 
of  worm-eaten  appearance.  The  larynx  proper  is  apparently 
not  affected,  but  there  is  considerable  difficulty  in  seeing  it 
in  its  whole  extent. — F.  S." 

On  November  10  Dr.  Acland,  who  has  always  taken  a 
great  interest  in  the  case,  again  examined  the  lungs  and  found 
that  a  considerable  change  had  taken  place.  There  was 
crepitation  at  the  right  apex  and  other  signs  of  the  lung  being 
distinctly  involved.  In  the  meantime  the  glands,  both  in  the 
neck  and  the  groin,  had  so  far  improved  that  they  were  no 
longer  visible,  and  could  only  be  detected  by  digital  examina- 
tion. The  child  was  at  that  time  being  treated  by  cod-liver 
oil  and  steel  wine. 

On  December  22  Dr.  Goodhart  was  good  enough  to  come 
to  St.  Thomas's  and  see  the  case.  He  examined  the  lungs 
and  agreed  that  some  changes  were  going  on,  but  did  not 
think  much  destruction  of  the  lung-tis^e  had  as  yet  taken  place. 

The  temperature,  taken  regularly  for  two  or  three  months, 
showed  that,  although  the  thermometer  only  occasionally  rose 
above  100°  F.,  the  evening  temperature  was  generally  between 
one  and  two  degrees  higher  than  that  of  the  morning. 

In  the  early  part  of  January,  1886,  Mr.  Ballance  was  kind 
enough  to  remove  some  of  the  tubercles  in  the  mucous  mem- 
brane over  the  hard  palate  for  the  purpose  of  trying  to  find 
bacilli  by  cultivation,  but  failed  in  obtaining  any  evidence  of 
their  presence. 

On  January  26  Dr.  Semon  again  examined  the  throat,  but 
was  unable  to  obtain  a  view  of  the  larynx  on  account  of 
stenosis  of  the  superior  aperture  of  the  glottis.  The  epiglottis 
was  more  destroyed  than  in  the  last  examination,  and  the 
ulceration  had  spread  over  the  arytenoid  cartilage.  The 
breathing  was  loud  and  noisy  from  obstruction  in  the  upper 
air  passages.  At  night  there  were  occasional  attacks  of 
dyspnoea,  which  at  one  time  seemed  to  make  it  probable  that 
tracheotomy  would  be  required. 

On  February  1  the  cicatrix  of  the  palate  was  noticed  to 
have  broken  down.  It  was  now  occupied  by  a  deep  and 
sharply  cut  ulcer,  and  in  the  median  line  in  front  of  the  larger 
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one  were  two  others  over  the  hard  palate.  They  were  round, 
with  sharply  defined  edges,  smooth  surfaces,  and  covered  with 
dirty  watery  fluid.  In  appearance  they  were  like  those  tuber- 
cular ulcers  of  the  tongue  in  which  there  is  some  destruction 
and  loss  of  tissue.  They  are  very  well  shown  in  the  third 
drawing  (Plate  IV,  fig.  3)  by  Mr.  Burgess. 

For  some  time  the  right  cheek  had  been  noticed  to  be  red 
and  swollen,  especially  at  the  upper  part  towards  the  inner 
canthus,  as  if  from  obstruction  of  the  nasal  duct ;  and  in  the 
early  part  of  February  a  few  scattered  papules  were  observed 
near  the  right  nostril,  suggesting  that  the  skin  had  become 
infected  in  wiping  the  secretion  from  the  nose.  By  the  end  of 
the  month  scattered  scaly  papules  were  to  be  seen  over  nearly 
the  whole  of  the  right  cheek. 

March  22. — Dr.  Sharkey  and  Dr.  Acland  both  examined 
her  lungs  and  agreed  that  there  were  at  that  time  no  distinct 
physical  signs  of  disease  of  the  apex  of  either  lung,  but  that 
the  examination  was  rendered  somewhat  difiicult  by  the  trans- 
mission of  loud  abnormal  sounds  from  the  upper  air  passages. 
At  this  date  the  palate  had  also  very  much  improved,  whilst 
the  cheek  had  remained  in  much  the  same  condition,  looking 
more  than  ever  like  lupus. 

To  summarise  the  condition  described  above :  There  was 
a  peculiarly  chronic  ulceration  of  the  mucous  membrane  of  the 
palate,  nose,  ears,  and  epiglottis,  attended  with  destruction  of 
tissue  and  the  development  of  small  papillary  elevations  or 
unhealthy  granulations,  which  were  very  similar  in  appearance 
to  the  condition  seen  in  tubercular  ulcerations  of  other  parts, 
and  to  lupus  of  the  skin.  All  these  changes  took  place  and 
had  been  in  existence  some  months  before  there  was  any 
evidence  of  the  lungs  being  themselves  involved  in  the  disease. 
Naturally,  in  a  case  of  this  kind,  one  would  like  to  be  able  to 
exclude  the  possibility  of  the  patient's  condition  being  in  any 
way  influenced  by  hereditary  or  acquired  syphilis.  And  as  far 
as  this  is  possible,  particularly  in  hospital  patients,  we  can  do 
so  in  this  case.  After  careful  inquiry  I  did  not  obtain  the 
slightest  evidence  of  her  being  subject  to  either,  and  her 
appearance  is  not  that  so  commonly  seen  in  the  hereditary 
form  of  the  disease.  The  appearance  of  the  ulceration  and  its 
extensive  ramifications  are  quite  unlike  anything  that  I  have 
myself  seen  in  syphilis.  In  one  instance  I  can  well  remember 
seeing  a  destructive  ulceration  of  the  palate,  which  was  at  the 
same  time  attended  with  considerable  swelling  and  a  papillary 
growth  in  the  floor  of  the  ulcer  and  over  the  surrounding 
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tissues.  These  granulations  or  papillae  were  in  the  form  of 
fine  red  points,  as  in  this  case.  But  the  patient  was  himself 
the  subject  of  phthisis,  and  came  of  a  very  phthisical  family. 
It  was  also  limited  to  the  mucous  membrane  of  the  palate. 

In  appearance  the  case  I  have  been  attempting  to  describe 
is  more  like  lupus  of  the  skin  than  any  disease  with  which  I 
am  acquainted.  And  I  have  no  doubt  many  observers  will 
prefer  to  apply  this  name  to  the  ulceration  of  the  palate  which 
we  see  here,  especially  when  they  see  the  present  condition  of 
the  face  and  notice  the  fact,  recorded  in  one  of  the  drawings, 
that  it  had  at  one  time  almost  healed.  But  for  myself  I 
should  prefer  to  retain  the  name  of  tubercular  ulceration  with 
which  the  description  of  the  case  began. 

In  an  analogous  condition  of  the  tongue,  of  which  several 
cases  were  recorded  in  the  Pathological  Society's  Transactions, 
1884,  partial  cicatrisation  had  in  some  instances  occurred,  so 
that  we  are  not  without  evidence  that  tubercular  ulceration  of 
mucous  membranes  may  for  a  time  heal. 

The  fact  that  the  glands  beneath  the  jaw  were  not  enlarged 
in  the  series  of  tongue  cases  was  a  point  upon  which  some 
stress  was  laid.  In  this  ulceration  of  palate  which  I  am  now 
recording  the  condition  of  the  glands  in  the  neck  cannot,  in 
my  opinion,  be  considered  of  much  importance  in  the  question 
of  diagnosis.  They  were  distinctly  enlarged  some  time  before 
the  palate  was  affected,  became  much  larger  when  the  ulcera- 
tion commenced,  and  again  smaller  when  the  parts  began  to 
heal.  Other  glands  also  in  the  body  besides  those  beneath 
the  jaw  were  large  and  hard. 

The  condition  of  the  lungs  is  a  point  of  great  interest  in 
this  case.  In  most  of  the  tubercular  ulcers  of  tongue  reported 
to  the  Pathological  Society  the  lungs  were  described  as  being 
already  diseased,  when  the  ulceration  was  first  noticed,  and  in 
the  list  of  cases  collected  by  Mr.  Barker,  and  published  in  the 
same  volume  of  the  Pathological  Society's  Transactions,  viz. 
1884,  ten  or  eleven  out  of  the  fifteen  appear  to  have  been 
affected  in  the  same  way.  The  patient  whose  case  is  here 
recorded  had  no  evidence  of  disease  in  her  lungs  in  September, 
whilst  in  November  active  changes  were  noticed  to  be  going 
on  in  the  apex  of  the  right  lung ;  and  again  in  the  present 
month  no  distinct  physical  signs  of  disease  can  be  detected. 
It  would  thus  appear  probable  that  the  changes  described  as 
going  on  in  the  lungs  during  November  were  only  of  a  tem- 
porary nature,  but  at  the  same  time  it  does  not  seem  unlikely 
that  they  will  again  relapse. 


Mr.  Clutton^s  Case  of  Tubercular  Ulceration.  203 

Addendum. — The  patient  died  on  May  28,  1886,  having 
been  in  bed  for  ten  days  or  a  fortnight  on  account  of  vomiting 
and  a  temperature  which  varied  from  99°  to  102*6°. 

There  were  no  symptoms  of  any  special  value  between  the 
last  note  recorded  in  the  above  paper  and  the  onset  of  the 
attack  during  which  she  died. 

Dr.  Hadden,  who  made  the  post-mortem  examination,  has 
kindly  reported  as  follows : 

"  Body  much  emaciated,  the  subcutaneous  fat  of  the  tho- 
racic and  abdominal  walls  having  quite  disappeared. 

"  The  pharynx,  larynx,  tongue,  soft  palate,  and  a  portion  of 
the  hard  palate  were  removed  en  masse  and  sent  to  the 
museum.  All  the  cervical  glands  were  enlarged  ;  the  majority 
were  pale,  firm,  and  homogeneous,  apparently  from  simple 
chronic  inflammation;  others  were  markedly  callous,  and  a 
few  exhibited  early  tubercular  disease.  The  retro-peritoneal, 
iliac  and  inguinal  glands  were  also  affected  in  like  manner, 
except  that  there  was  more  caseation  than  in  the  cervical 
glands. 

"  The  pericardium  contained  a  drachm  or  two  of  serous  fluid, 
and  each  pleural  sac  about  four  ounces.  There  were  a  few 
old  adhesions  at  the  apex  of  each  lung. 

"  There  were  moderately  recent  adhesions  between  the  liver 
and  the  diaphragm,  but  no  other  evidence  of  peritonitis,  recent 
or  past, 

"  Heart  atrophied ;  cavity  natural.  Along  the  edge  of 
the  mitral  valve  on  the  auricular  aspect  there  was  a  fringe  of 
small  pale  vegetations  without  any  entangled  blood-clot ; 
valves  otherwise  healthy. 

Lungs  :  There  was  very  extensive  tubercular  and  broncho- 
pneumonic  consolidation  of  both  upper  lobes.  In  the  right 
there  were  several  small  caseous  masses,  and  at  the  extreme 
apex  two  or  three  small  intercommunicating  well-defined 
cavities  with  much  fibrous  tissue  around.  In  the  left  upper 
lobe  there  were  also  caseous  masses  and  about  half  a  dozen 
small  well-defined  pus-containing  cavities,  none  more  than  | 
of  an  inch  in  diameter.  In  the  lower  lobes  there  were  very 
many  thickly-set  grey  tubercles  and  comparatively  little  catar- 
rhal pneumonia.  The  bronchi  contained  a  moderate  quantity 
of  thin  pus. 

"  Liver  :  A  few  tubercles  seen  on  surface,  none  on  section  ; 
organ  moderately  fatty. 

"  Spleen  small ;  on  surface  a  few  bodies  like  miliary 
tubercles. 
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"  Kidneys  :  Capsules  non-adherent ;  in  the  cortex,  abutting 
on  the  surface,  there  were  several  ill-defined  pale  opaque 
areas.  They  were  not  depressed,  and  had  no  resemblance  to 
old  infarcts.  They  were  probably  of  a  tubercular  nature. 
Pelvis  healthy. 

"  Suprarenals  healthy. 

"  Stomach  healthy. 

'^  Intestines  :  There  were  two  or  three  small  round  ulcers  in 
the  rectum.  In  the  CEecum  and  ileum  close  to  the  valve  there 
was  marked  tubercular  ulceration,  some  of  the  ulcers  being 
partially  healed.  There  were  also  a  few  superficial  ulcers  in 
the  appendix.  Only  one  more  ulcer  was  found  in  the  small 
intestine,  rather  high  up ;  it  affected  one  of  Peyer's  patches, 
and  on  its  peritoneal  surface  there  were  several  grey  tubercles. 

"Bladder  healthy. 

"  Uterus  undeveloped  j  a  little  pus  on  mucous  membrane. 

"  Brain :  There  was  much  fluid  on  the  surface  and  in  the 
ventricles.  At  the  base  there  was  some  opacity  and  thickening 
over  the  chiasma  and  optic  tracts,  but  no  real  lymph.  The 
pia  mater  in  the  fissures  of  Sylvius  was  covered  with  grey 
tubercles,  but  there  was  no  inflammatory  exudation.  The 
walls  of  the  lateral  ventricles  were  a  little  softened.'^ 

Examination  of  the  parts  removed  from  the  mouth  and 
thorax  showed  extreme  stenosis  of  the  faucial  aperture,  leaving 
only  a  sufficient  interval  for  the  tip  of  the  little  finger  between 
the  base  of  the  tongue  and  the  palate,  the  space  between  the 
posterior  pillars  of  the  fauces  being  reduced  to  an  elliptical 
slit  measuring  \  inch  by  {  inch.  The  mucous  membrane  of 
the  pharynx  and  naso-pharynx  was  almost  entirely  replaced 
by  cicatricial  tissue.  The  epiglottis  was  completely  destroyed. 
The  true  cords  were  recognisable,  but  the  parts  above  were 
extensively  ulcerated.  In  the  trachea  the  mucous  mem- 
brane for  a  short  distance  below  the  cords  was  superficially 
ulcerated. 

Dr.  Acland,  after  careful  microscopical  examination,  has 
kindly  reported  as  follows  : 

"  I  have  examined  many  sections  of  the  cicatrised  ulcer 
of  palate.  The  condition  is  typically  one  of  chronic  tubercle 
of  the  mucous  membrane  and  subjacent  parts  undergoing 
fibrous  degeneration.  The  lung  presents  the  appearance  of 
general  miliary  tuberculosis.  Most  of  the  tubercles  are  small, 
with  very  little  caseation  in  their  centres.  The  giant-cells 
are  very  numerous,  and  many  of  them  of  enormous  size.  The 
tubercle  bacilli  are  very  few  in  number  and  widely  scattered." 
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XXXIV. — Case  of  Popliteal  Aneurism  in  a  Patient 
the  Subject  of  Locomotor  Ataxy,  cured  by  Pressure. 
By  Arthur  E.  T.  Longhurst,  M.D.  Bead  March 
26,  1886. 

J  J.  H.,  8Bt.  51,  single,  habits  temperate,  and  for  many  years 
•  an  active  member  of  the  Alpine  Club,  notwithstanding 
that  he  participated  in  a  family  weakness  of  varicose  veins 
with  disposition  to  phlebitis  and  thrombosis. 

Had  syphilis  in  1860,  which  was  treated  by  mercury.  The 
attack  was  not  followed  by  constitutional  symptoms,  and  he 
enjoyed  good  general  health  until  1878,  when  symptoms  of 
locomotor  ataxy  appeared  for  which  he  took  a  voyage  to  the 
Cape  of  Good  Hope  in  1883.  He  returned  without  material 
benefit,  the  affection  having  slowly  progressed;  but  though  his 
gait  was  unsteady,  and  he  had  other  marked  ataxic  symptoms, 
up  to  the  time  of  his  coming  to  me  early  in  April,  1885,  for, 
as  he  said,  a  swelling  behind  the  left  knee,  he  had  been  able  to 
attend  to  his  ofl&ce  work  as  a  solicitor  in  the  City.  He  hunted 
with  the  Brighton  harriers  two  or  three  days  a  week ;  and  was 
not  conscious  of  any  sudden  strain  or  injury. 

On  examination  there  was  a  pulsating  swelling  the  size 
of  a  small  walnut  in  the  left  popliteal  space,  without  bruit, 
and  completely  controlled  by  pressure  of  the  femoral  in 
Scarpa's  triangle.  His  attention  had  been  drawn  to  it  by  an 
occasional  aching  in  the  joint,  and  pain  on  any  movement 
which  necessitated  its  full  extension.  Pulsation  was  distinct  in 
both  anterior  and  posterior  tibial  arteries  at  the  foot,  and  the 
superficial  veins  of  the  limb  were  varicose,  having  necessitated 
the  use  of  elastic  stockings  for  years.  The  limb  was  well 
nourished.  Pulsation  in  the  right  popliteal  was  forcible  and 
the  calibre  full. 

Cases  of  popliteal  aneurism  in  those  the  subject  of  locomotor 
ataxy  not  being  very  common,  there  was  some  uncertainty 
as  to  the  best  course  of  treatment  to  be  pursued :  whether 
pressure  or  ligature ;  more  especially  as  in  this  instance  there 
was  the  additional  complication  of  varicose  veins.  Accordingly, 
I  sought  the  opinion  of  more  than  one  eminent  surgeon,  and, 
having  due  regard  to  the  state  of  the  veins,  it  was  decided  that 
ligature  would  be  best.     Not  fully  concurring  myself  in  this 
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view,  feeling  that  the  behaviour  of  an  artery  under  ligature  in 
one  the  subject  of  such  marked  degenerative  changes  in  the 
nervous  system  must  be  very  doubtful,  I  was  anxious  if 
possible  to  avoid  the  uncertain  results  of  ligature,  and  my 
patient  being  a  connection  of  Professor  Humphry,  of  Cam- 
bridge, I  asked  him  to  give  his  opinion  on  the  case,  which  he 
very  kindly  did.  It  was  as  follows :  that  he  had  no  experience 
of  the  behaviour  of  arteries  under  ligature  in  cases  of  loco- 
motor ataxy,  but  as  regards  the  varicose  state  of  the  veins  he 
could  not  consider  that  as  any  sufficient  reason  why  treatment 
by  pressure  should  not  be  tried.  Accordingly,  that  course  was 
decided  upon,  and  Mr.  Thomas  Smith  very  kindly  undertook 
the  treatment  of  the  case  with  me,  in  conjunction  with  a 
brother  of  the  patient,  Mr.  F.  A.  Humphry,  Surgeon  to  the 
Brighton  Hospital,  and  a  nephew,  then  house  surgeon  at  St. 
Bartholomew's,  both  of  whom  gave  us  valuable  help  in  the 
management  and  continuance  of  pressure,  which  doubtless 
largely  contributed  to  the  favorable  issue  of  the  case. 

Treatment  commenced  as  follows  on  April  19,  1885  : — At 
10.5  A.M.  Esmarch's  bandage  was  applied  from  the  foot  upwards 
over  the  knee  and  retained  until  11.55;  it  was  then  replaced 
by  a  screw  tourniquet  on  the  femoral  artery  over  the  pubes  for 
five  minutes,  and  at  noon  Esmarch's  bandage  was  reapplied 
until  12.45,  then  the  tourniquet  again  until  12.55,  and  so  on 
continuously  to  3.30  p.m.  The  tourniquet  was  then  applied  over 
the  femoral  below  the  pubes,  with  the  effect  that  the  aneurism 
felt  rather  firmer  and  the  pulsation  at  the  knee  was  stopped 
by  less  firm  pressure,  which  was  maintained  until  6.30  p.m.; 
no  pulsation  being  then  perceptible  in  either  tibial  artery  at 
the  foot,  all  pressure  was  removed  for  the  night.  At  9  p.m., 
three  hours  later,  pulsation  had  returned  in  the  anterior 
tibial  only. 

April  20. — Passed  a  good  night,  with  sleep ;  condition  of 
limb  normal,  both  tibial  arteries  pulsating  freely,  no  marked 
change  in  aneurism.  10.40  a.m.,  pressure  by  tourniquet  re- 
applied to  the  extent  of  causing  faint  pulsation  only  in  the 
aneurism  until  11.30,  when  it  was  taken  off ;  reapplied  at  2.30; 
obstruction  complete  until  4  p.m.,  when  the  tourniquet  was 
removed  and  Esmarch's  bandage  put  on  until  4.30,  then  slack- 
ened for  an  hour,  and  at  5.30,  a  shot  bag,  weighing  11^  lbs., 
suspended  from  a  crossbar  over  the  bed,  was  applied,  which 
completely  controlled  the  pulsation.  At  7.40  it  was  removed, 
reapplied  at  8.15,  and  at  9.50  an  extra  pound  was  added  and 
borne  until  11  p.m.,  when  it  was  taken  off  for  the  night. 
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April  21. — Passed  a  fairly  comfortable  night,  and  at  7.15 
A.M.  the  shot  weight  11 J  lbs.  was  reapplied,  by  which,  alter- 
nately with  Esmarch's  bandage,  pressure  was  maintained 
during  the  day  to  the  almost  complete  obstruction  of  the 
vessel  until  11  p.m.,  when  it  was  again  omitted  for  the  night. 

April  22. — A  fair  night's  sleep,  and  the  shot  pressure 
reapplied  at  7.15  a.m.,  and  continued  with  only  occasional 
readjustment  during  the  day,  until  8.25  p.m.  ;  obstruction 
complete,  when  Esmarch's  bandage  was  again  put  on  and 
interchanged  with  the  tourniquet  until  10.30  p.m.,  then 
removed  for  the  night ;    no  pulsation  perceptible. 

April  23,  7.15  a.m. — Shot  weight  again  put  on.  At  10.35 
the  foot  was  cold  and  numb ;  the  weight  removed,  but  applied 
intermittently  during  the  day  until  7  p.m.,  when  it  was  taken 
off ;  no  pulsation  detected  in  the  aneurism,  but  in  the  small 
arteries  around  the  knee-joint  and  in  anterior  tibial  only  at 
the  foot.  At  10.30  p.m.  the  limb  was  enveloped  in  a  calico 
bandage,  but  as  the  pressure  was  not  well  borne,  preventing 
sleep,  it  was  taken  off  at  midnight. 

April  24. — No  return  of  pulsation  in  the  tumour,  •  which 
was  quite  firm,  the  aneurism  being  thus  cured  by  pressure  in 
five  days  ;  omitted  at  night,  neither  the  varicose  state  of  the 
veins  nor  the  ataxic  condition  having  operated  in  any  way 
prejudicially  against  that  form  of  treatment.  The  shrinking 
of  the  tumour  took  place  gradually,  the  collateral  circulation 
was  by  degrees  more  fully  established,  so  that,  notwithstanding 
some  lividity  of  the  toe-nails  and  diminution  in  the  temperature 
of  the  limb  as  compared  with  the  sound  one,  the  recovery  was 
complete,  the  patient  being  at  his  office  in  the  City  by  the 
middle  of  May,  just  one  month  from  the  commencement  of 
treatment ;  and  up  to  the  present  time  the  cure  of  the  aneu- 
rism has  remained  perfect.  Unhappily,  however,  the  nerve 
affection  has  steadily  progressed,  so  that  the  gentleman 
is  now  unable  to  walk  and  his  future  cannot  be  considered 
hopeful. 

There  are  several  points  in  connection  with  this  case  that 
appear  to  me  of  considerable  interest,  and  I  should  be  glad  to 
hear  the  opinions  of  the  members  of  the  Society  respecting 
them  as  well  as  on  the  treatment  pursued  in  this  instance. 

1.  Is  the  occurrence  of  aneurism  in  cases  of  locomotor 
ataxy  frequent  ? 

2.  Does  pressure,  or  ligature,  offer  the  best  chance  of 
success  in  them  ? 

3.  Which  treatment  is  best,  where,  as  in  this  instance,  the 
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case  is  complicated  with  varicose  veins^  and  a  family  tendency 
to  phlebitis  ? 

4.  If  pressure  be  determined  on,  what  is  the  best  method  ? 
and  if  it  is  well  borne,  should  it,  having  regard  to  the  state 
of  the  nervous  system,  be  continuous  or  intermittent  ? 
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XXXV. — A  Case  of  Laparotomy  for  the  Belief  of  Acute 
Intesti7ial  Obstruction  foUoiving  upon  Ovariotomy. 
By  W.  A.  Meredith.     Bead  March  26,  1886. 

ED.,  a  single  woman,  eet.  58,  was  admitted  under  my  care 
•     at  the  Samaritan  Free  Hospital  in  March,  1885,  suffering 
from  abdominal  tumour. 

The  patient,  a  feeble  old  woman  and  greatly  emaciated, 
stated  that  she  used  formerly  to  be  quite  stout,  but  had 
steadily  lost  flesh  during  the  past  two  years.  The  abdominal 
swelling,  first  noticed  three  years  before  her  admission,  had 
latterly  increased  with  great  rapidity.  No  definite  history  of 
any  inflammatory  attack  was  obtainable,  and  she  had  been 
able  to  pursue  her  usual  avocation  as  a  cook  until  within  two 
months  of  my  seeing  her,  when  she  first  consulted  Dr.  Elliot, 
of  Southwell,  who  sent  her  up  to  me.  The  menopause  had 
taken  place  normally  at  the  age  of  forty-five,  and  there  had 
since  been  no  recurrence  of  uterine  hgemorrhage. 

Physical  examination. — The  abdomen,  measuring  39  J 
inches  in  girth  at  the  level  of  the  umbilicus,  was  uniformly 
dull  on  percussion,  with  the  exception  of  very  limited  areas  of 
resonance  in  the  epigastric  region  and  far  back  in  either 
flank.  The  tumour,  which  was  somewhat  irregular  in  contour, 
appeared  to  be  very  fixed.  Fluctuation  was  distinct  over  the 
right  half  of  the  abdomen,  but  less  evident  on  percussion  to 
the  left  of  the  middle  line.  A  firm  pear-shaped  body  felt ' 
above  the  pubes  was  evidently  the  uterus,  of  which  no  trace 
could  be  made  out  on  vaginal  examination.  The  pelvic  cavity 
was  blocked  by  an  irregular,  firm,  though  somewhat  elastic 
mass,  apparently  continuous  with  the  left  half  of  the  abdo- 
dominal  swelling. 

The  alvine  functions  were  regular,  and  no  great  incon- 
venience from  flatulence  was  complained  of. 

The  urine,  somewhat  scanty  in  amount,  rarely  exceeding  a 
pint  in  the  twenty-four  hours,  was  high  coloured  and  very 
acid ;  specific  gravity  1025 — 28 ;  no  albumen  was  discoverable 
by  the  usual  tests. 

The  patient,  who  had  enjoyed  fairly  good  health  previous 
to  her  present  illness,  stated  that  there  was  no  history  of 
tumour,  cancer,  or  consumption  in  her  family. 
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The  diagnosis  made  was  that  of  ovarian  cystic  disease, 
my  impression  being  that  in  all  probability  both  ovaries  would 
be  found  implicated. 

I  operated  on  April  4,  1885,  assisted  by  my  colleague,  Mr. 
Malcolm,  employing  as  usual  strict  antiseptic  precautions, 
including  the  carbolic  acid  spray. 

On  opening  the  abdominal  cavity,  a  proceeding  requiring 
care,  owing  to  the  fact  that  the  omentum  lay  closely  adherent 
to  the  parietal  peritoneum,  the  bladder  and  uterus  were  found 
drawn  up  several  inches  above  the  pubes.  Introducing  my 
hand,  I  ascertained  definitely  the  presence  of  two  distinct 
tumours,  both  evidently  ovarian.  The  one  on  the  right  side 
was  first  tapped  and  partially  evacuated ;  the  trocar  was  then 
withdrawn,  and  the  tapping  puncture  secured  by  pressure- 
forceps  during  the  separation  of  very  extensive  omental  and 
parietal  adhesions.  The  left  tumour  was  next  tapped  and 
emptied  of  several  pints  of  thick  dark-coloured  ovarian  fluid. 
I  now  succeeded,  with  considerable  difficulty  owing  to  the 
presence  of  firm  pelvic  adhesions,  in  turning  both  tumours  out 
of  the  abdominal  cavity. 

Both  pedicles  were  transfixed  and  secured  by  silk  ligatures 
in  the  usual  way  before  division.  A  rent  in  the  peritoneal 
coat  on  the  posterior  aspect  of  the  fundus  uteri  was  then 
closed  by  a  continuous  suture  of  fine  silk. 

The  adherent  omentum,  which  had  been  temporarily  secured 
by  pressure-forceps,  was  next  dealt  with  by  tying  in  sections 
and  cutting  away  the  injured  portions.  Numerous  ligatures 
were  further  applied  to  bands  of  pelvic  adhesion,  to  several  of 
the  appendices  epiploicae  on  the  sigmoid  flexure,  and  finally 
to  the  extremity  of  the  vermiform  appendix,  which  had  been 
firmly  adherent  to  the  right  tumour. 

After  the  abdominal  cavity  had  been  thoroughly  sponged 
out,  the  sutures  were  inserted,  a  glass  drainage-tube  being 
introduced  before  closing  the  incision.  The  usual  carbolic 
gauze  dressings  were  then  applied. 

The  right  tumour,  which  was  somewhat  the  larger  of  the 
two,  was  composed  of  numerous  thin-walled  cysts  with  very 
varied  contents.  The  left  tumour  consisted  of  one  large  cyst 
with  very  rotten  walls.  The  total  weight  removed  was  24 
pounds. 

The  after-progress  of  the  case  was  in  all  ways  satisfactory 
during  the  first  week.  The  drainage-tube  was  withdrawn  at 
the  end  of  twenty-four  hours.  The  temperature  fell  to  normal 
on  the  third  day,  and  the  sutures  were  removed  on  the  seventh 
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day,  after  the  bowels  had  been  satisfactorily  relieved,  for 
the  first  time  since  the  operation,  by  the  help  of  an  enema. 
The  incision  was  found  well  united,  and  the  abdomen  was  soft 
and  free  from  any  distension  or  tenderness. 

I  was  unexpectedly  called  to  the  hospital  the  same 
evening,  to  find  that  the  patient — whom  I  had  left  in  the 
morning  apparently  convalescent,  with  a  temperature  of  98*4° 
and  a  pulse  of  72 — had  vomited  twice  during  the  course  of 
the  afternoon,  bringing  up  on  each  occasion  about  half  a  pint 
of  dark  green  fluid,  free  from  odour.  The  temperature  had 
risen  meantime  to  99*8°,  and  the  pulse  to  96.  When  seen 
she  was  not  complaining  of  nausea  and  was  free  from  pain 
or  discomfort,  but  she  looked  much  less  well,  and  wore  an 
anxious  expression.  The  abdomen  was  soft  and  in  no  way 
distended,  universally  resonant,  excepting  in  the  right  iliac 
region,  where  there  was  some  slight  dulness  over  the  seat  of 
the  caecum. 

All  nourishment  by  the  mouth  was  immediately  stopped, 
and  the  nurse  was  ordered  to  give  small  nutrient  enemata  of 
beef-tea  at  intervals  of  three  hours  throughout  the  night, 
adding  20  drops  of  Tinct.  Opii  to  every  second  injection. 

At  9  o'clock  next  morning  the  patient's  condition  was 
practically  unaltered  as  regarded  temperature  and  pulse,  but 
the  urine  passed  during  the  night  was  found  loaded  with 
albumen.  There  had  been  no  return  of  sickness,  but  the 
abdomen  appeared  somewhat  fuller,  although  not  in  any  way 
distended.  Flatus  continued  to  pass  freely  each  time  that  the 
rectal  tube  was  introduced. 

After  carefully  considering  the  state  of  matters  in  the  light 
of  a  former  case  which  had  been  under  my  care,  I  finally 
resolved  to  at  once  reopen  the  abdomen,  with  the  object  of 
relieving  the  obstruction  which  I  believed  to  exist. 

Accordingly,  with  the  aid  of  my  colleague  Dr.  Boulton, 
who  kindly  anaesthetised  the  patient  for  me,  I  proceeded  to 
reopen  my  original  incision  under  carbolic  spray.  After 
dividing  the  peritoneum  and  releasing  a  coil  of  acutely 
congested  small  intestine,  which  lay  adherent  to  the  abdominal 
wall  immediately  beneath  the  incision,  my  attention  was 
attracted  by  another  coil  of  distended  gut,  which  was  kinked 
and  all  but  completely  obstructed  in  consequence  of  the 
traction  exerted  upon  it  by  a  stump  of  ligated  omentum 
adhering  closely  to  its  surface.  This  was  released  with  con- 
siderable difiiculty,  owing  to  the  extremely  soft  and  friable 
condition  of  the  gut,  which  was  intensely  congested  and  might 
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readily  have  been  torn  in  the  process.  The  inflamed  portion  of 
omentum  was  then  cut  away  after  its  base  had  been  secured 
by  a  couple  of  fresh  ligatures.  Another  coil  of  small  intestine, 
similarly  obstructed  by  an  omental  adhesion,  was  next  released 
in  the  same  way;  after  which  the  abdomen  was  carefully 
explored  for  any  further  obstruction  before  being  finally 
closed. 

The  patient  vomited  once  or  twice  on  recovering  con- 
sciousness, but  had  no  further  return  of  the  green  sickness, 
and  was  soon  able  to  take  nourishment  in  small  quantities 
without  discomfort.  The  temperature  rose  the  same  evening 
to  101 '6°,  but  fell  to  normal  again  on  the  following  day.  The 
urine  drawn  shortly  after  the  operation  contained  two  thirds 
albumen,  a  proportion  which,  however,  gradually  lessened 
in  the  course  of  the  next  forty-eight  hours,  by  the  end  of 
which  time  all  trace  of  deposit  had  disappeared.  The  abdomen 
remained  free  from  tenderness  or  distension,  but  there  was  no 
attempt  at  evacuation  of  the  bowels,  and  I  deemed  it  wisest 
to  avoid  the  risk  of  exciting  further  mischief  by  keeping  the 
patient  under  the  influence  of  opium. 

On  April  18,  the  sixth  day  after  the  second  operation,  all 
dressings  were  removed  and  the  stitches  taken  out.  The 
abdomen  was  quite  soft  and  flat,  but  I  could  trace  out  by  per- 
cussion what  I  believed  to  be  an  adherent  coil  of  intestine 
lying  along  the  left  side  of  the  incision.  On  pelvic  examina- 
tion the  rectum  was  quite  empty,  and  the  uterus  appeared 
fairly  movable,  but  a  somewhat  tender  swelling  felt  in 
Douglas's  pouch  towards  the  left  side  was  very  suggestive  of 
a  loaded  bowel. 

The  after-progress  of  the  case  was  very  tedious  during  the 
next  ten  days,  the  patient  remaining  in  much  the  same  condi- 
tion without  any  loss  of  ground,  but  still  without  any  marked 
improvement.  The  temperature  and  pulse  continued  slightly 
above  the  normal,  the  kidneys  meanwhile  acting  well  without 
any  trace  of  albumen  in  the  urine.  Liquid  nourishment  was 
taken  frequently,  and  the  patient's  strength  was  further 
maintained  by  nutrient  enemata,  but  she  remained  in  a  very 
depressed  state,  becoming  greatly  emaciated,  with  a  very 
pinched  and  anxious  cast  of  countenance.  The  abdominal 
condition  persisted  unaltered,  there  being  no  attempt  at  relief 
of  the  bowels,  although  flatus  escaped  freely. 

On  April  29  the  patient  complained  of  sudden  nausea,  and 
shortly  vomited  about  half  a  pint  of  dark  green  slimy  fluid,  of 
which  she  continued  bringing  up  small  quantities  at  frequent 
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intervals  during  the  following  twenty-four  hours.  On  removing 
the  dressings  I  found  the  abdomen  decidedly  fuller  than 
before,  containing  visible  and  tangible  coils  of  intestine.  The 
rectum  was  still  quite  empty.  On  the  next  day  the  patient 
was  more  comfortable,  the  sickness  having  ceased  during  the 
night,  subsequently  to  a  very  free  escape  of  flatus.  Both  tem- 
perature and  pulse,  which  had  risen  respectively  from  normal 
to  101"6°  and  120,  had  fallen  again,  and  the  woman's  aspect  had 
improved  somewhat,  although  she  was  still  very  weak  and  low. 

On  May  5,  the  twenty-third  day  after  the  second  opera- 
tion, fgecal  matter  was  for  the  first  time  detected  high  up  in 
the  rectum,  and  a  small  enema  of  olive  oil  brought  away  some 
loose  dark  motion.  The  oil  injection  was  repeated  on  the 
following  day,  and  succeeded  by  a  water  enema,  which  acted 
satisfactorily.  From  this  date  a  regular  daily  evacuation  was 
obtained,  and  the  patient  began  slowly  to  improve. 

On  May  12  she  was  able  to  leave  her  bed  for  the  first  time, 
and  on  May  16,  exactly  six  weeks  from  the  first  operation,  she 
was  moved  from  the  hospital  to  a  nursing  home,  whence  she 
returned  to  the  country  on  June  6. 

When  last  heard  from — on  October  21,  ult. — she  described 
herself  as  quite  well  in  health,  and  about  to  re-enter  service. 

Remarks. — Symptoms  of  more  or  less  acute  intestinal 
obstruction,  arising  after  ovariotomy,  are  always  of  serious 
moment,  and  cannot  but  add  greatly  to  the  surgeon's  anxieties. 

No  very  definite  rule  of  treatment  can  be  laid  down  as  a 
guide  in  such  cases.  The  fact  that  relief  of  the  symptoms 
may  follow  upon  the  judicious  employment  of  opium  or  bella- 
donna— separately  or  combined — ^naturally  lends  support  to 
an  expectant  plan  of  treatment.  But,  on  the  other  hand,  it 
must  be  remembered  that  undue  delay  in  resorting  to  operative 
measures  may  render  these  last  of  but  little  avail  in  saving 
the  patient's  life.  The  question  must,  in  any  given  case,  be 
decided  upon  by  the  actual  urgency  of  the  obstructive  sym- 
ptoms, due  consideration  being  of  course  given  to  the  probable 
nature  and  seat  of  the  difficulty,  as  judged  of  by  the  state  of 
things  met  with  at  the  original  operation. 

In  the  case  under  consideration  I  was  influenced  in  my 
decision  to  operate  without  delay,  by  an  unfortunate  expe- 
rience gained  in  a  former  very  similar  case  under  my  care, 
where  symptoms  of  obstruction  appeared  on  the  fifth  day  after 
ovariotomy,  and  persisted  more  or  less  urgently  in  spite  of 
medical  treatment  until  the  fifteenth  day,  when  the  patient 
succumbed.     Post-mortem    examination    showed    the    ileum 
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adherent  to  the  ovarian  pedicle  by  a  firm  band  of  adhesive 
lymph,  above  which  point  the  gut  was  so  twisted  upon  itself 
as  to  be  completely  obstructed.  Separation  of  the  adhesion 
at  once  restored  the  patency  of  the  canal,  thus  proving  that 
but  for  my  hesitancy  in  resorting  to  operation,  the  poor 
woman's  life  might  readily  have  been  saved. 

The  success  obtained  in  the  instance  above  related  seems 
worth  recording  as  an  encouragement  to  early  interference  in 
similar  cases,  and  is  further  of  interest  as  an  example  of  reco- 
very after  laparotomy  performed  during  an  attack  of  acute 
peritonitis. 
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XXXYI. — On  Erythema  Nodosum,  especially  dealing 
with  its  connection  with  Rheumatism.  By  Stephen 
Mackenzie,  M.D.     Bead  April  9,  1886. 

MA.  E.,  88t.  23,  was  admitted  into  the  London  Hospital, 
•  under  my  care,  September  19,  1883,  for  erythema 
nodosum. 

Five  years  before  admission  she  had  tonsillitis,  and  nine 
months  ago  pleurisy.  Has  suffered  from  palpitation,  but  has 
never  had  rheumatic  fever  or  rheumatism.  No  rheumatism  in 
family. 

Five  days  before  admission  she  noticed  her  feet  were 
swollen,  and  two  days  later  she  noticed  some  painful  lumps  on 
the  fronts  of  both  her  legs.  They  were  of  a  pinkish  colour,  as 
large  in  circumference  as  a  two-shilling  piece.  They  continued 
to  get  larger,  darker  in  colour,  and  more  painful  up  to  the 
time  of  her  admission. 

She  was  a  rather  tall  girl,  with  dark  hair,  well  nourished, 
and  not  anaemic.  On  the  anterior  aspect  of  the  left  leg,  about 
3i  inches  above  the  ankle,  over  the  tibia,  there  was  a  swelling 
about  the  size  of  a  two-shilling  piece,  of  reddish  colour,  freely 
movable,  and  painful  to  the  touch.  Just  above  the  internal 
malleolus  was  another  swelling,  circular  in  outline,  similar  in 
character  to  the  first  described.  There  were  also  some  smaller 
red  spots,  slightly  raised,  on  the  front  of  the  leg.  Over  the 
patella  a  whitish  movable  swelling  was  present  over  both 
patellae,  and  swellings  similar  to  those  described  on  the  left 
leg  were  present  on  the  right.  Both  feet,  but  not  the  legs, 
were  cedematous. 

On  the  back  of  the  right  elbow  was  a  swelling  about  an 
inch  in  diameter,  red  and  shining  on  the  surface,  and  easily 
movable ;  on  the  back  of  both  forearms  were  some  reddish 
spots,  none  on  the  flexor  surfaces,  and  slight  swelling  on  the 
backs  of  the  first  and  second  fingers  (which  hand,  or  whether 
on  both  is  not  stated).  The  tongue  was  coated,  the  pharynx 
congested,  and  the  tonsils,  especially  the  right,  enlarged. 
The  apex-beat  of  the  heart  was  in  the  nipple  line  and  two 
inches  below  the  nipple.  There  was  an  altered  sound  at  the 
apex,  and  the  basic  sounds  seemed  roughened.  Temperature 
101°,  respiration  22,  pulse  80.  Urine  free  from  albumen. 
She  was  ordered  Mist.  Salina  5j  ter  die. 
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■  On  September  24  I  noted,  "  There  is  a  superficial,  some- 
what clicking,  sound  at  the  point  of  the  heart's  impulse, 
synchronous  with  the  carotid  pulse.  It  does  not  sound  like 
an  endo-cardial  murmur.  At  the  second  right  costal  cartilage 
the  first  sound  is  feeble,  and  the  second  sound,  though  not 
loud,  is  slapping.  Mist.  Sodee  Salicylatis,  gr.  xv,  every  four 
hours." 

October -2. — For  the  last  four  or  five  days  patient  has  com- 
plained of  great  pain  in  the  joints,  especially  the  knees,  wrists, 
and  ankles,  and  these  joints  have  been  slightly  swollen.  The 
erythematous  nodules  are  dying  away,  the  temperature  has 
been  very  variable,  102°  at  night  and  99°  in  the  morning. 
The  same  clicking  sound  is  still  audible  at  the  apex.  She 
was  ordered  Salicinse,  gr.  xxx,  every  two  hours.  On  the 
afternoon  of  this  day  I  made  the  following  note  :  "  The  patient 
still  has  slight  tenderness,  increased  by  pressure,  in  several 
of  the  longer  joints ;  the  temperature  remains  high,  and  she 
sweats  a  great  deal.  There  has  been  no  decided  redness  of 
the  joints  and  no  marked  effusion,  but  there  has  been  distinct 
though  trifling  swelling  of  the  left  wrist  and  left  knee.  Apart 
from  the  dise^-se  for  which  she  was  admitted  the  condition 
would  probably  be  regarded  as  one  of  acute  rheumatism  of 
moderate  severity.  The  heart  has  undergone  no  change  since 
last  note. 

October  6. — The  temperature  having  been  99'9°  the  pre- 
vious evening  and  98*2°,  the  frequency  of  administration  of 
the  salicine  was  reduced  from  every  two  to  every  four 
hours.  On  October  9  Mist.  Quiniae  5j>  ter  die,  was  sub- 
stituted for  this. 

October  13. — Patient  is  free  from  tenderness  and  has  much 
improved.  Her  temperature  is  normal.  The  skin  is  peeling 
on  the  legs.  She  was  allowed  to  sit  up  for  an  hour  and  a  half 
in  the  evening. 

There  was  a  slight  relapse  of  the  arthritic  symptoms  on 
October  19,  attended  with  increased  temperature  and  sweat- 
ings. The  heart's  first  sound  was  murmurish  in  character,  but 
there  was  no  distinct  bruit,  and  there  was  a  roughness  of  the 
second  sound  over  the  pulmonary  artery.  Salicinas  gr.  xxx, 
every  four  hours.  The  patches  of  exudative  erythema  died 
away  very  gradually.  On  November  13  they  could  be  felt, 
but  all  colour  had  disappeared.  The  heart-sounds  at  the  apex 
at  this  date  still  presented  the  same  altered  characters,  but 
the  rough  sound  at  the  base  was  less  distinct. 

On  November  19  it  is  noted  "  Patient  had  a  slight  relapse 
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yesterday,  the  pain  and  erythema  recurring  in  both  legs,  but 
the  temperature  was  not  raised." 

The  next  day  the  pain  and  erythema  had  disappeared. 

November  23. — Slight  pain  in  left  foot  yesterday,  which  has, 
however,  disappeared  to-day.     She  was  discharged  on  this  day. 

This  patient  came  under  treatment  for  an  attack  of  ery- 
thema nodosum  of  the  ordinary  character.  She  developed 
the  signs  and  symptoms  of  moderately  acute  rheumatism  with 
relapses  such  as  are  so  frequently  encountered  in  that  disease. 
The  condition  of  the  heart  was  such  as  to  leave  it  doubtful 
whether  there  was  any  endocarditis  accompanying  the  attack, 
but  it  is  probable  that,  though  there  was  no  history  of  ante- 
cedent rheumatism,  there  was  some  previous  cardiac  affection 
as  the  apex-beat  was  in  the  nipple  line,  and  she  had  suffered 
from  palpitation. 

I  was  aware  of  the  conflicting  statements  of  writers  as  to 
the  connection  between  erythema  nodosum  and  rheumatism, 
but  had  not  made  up  my  mind  on  the  point  from  lack  of  data 
to  form  an  opinion. 

I  may  mention  that  the  following  writers  have  expressed 
their  opinions  more  or  less  strongly  in  favour  of  the  rheumatic 
nature  of  erythema  nodosum :  Sir  Thomas  Watson,  Dr.  Bris- 
towe,  Dr.  Frederick  Eoberts,  Dr.  Aitken,  the  late  Dr.  Tilbury 
Fox,  Mr.  Balmanno  Squire,  Dr.  Liveing,  Dr.  Colcott  Fox,  Dr. 
Duhring,  Dr.  Goodhart,  and  Dr.  Caesar  Bock. 

Against  the  connection  positively,  or  negatively,  by  making 
no  mention  of  the  association.  Senator,  Trousseau,  Sir  William 
Jenner,  the  late  Dr.  Hillier,  Mr.  Naylor,  Meigs  and  Pepper, 
Hebra,  Mr.  Jonathan  Hutchinson. 

Doubtfully,  Dr.  Thomas  Barlow. 

Seeing  how  doubtful  the  matter  is  left  by  consulting 
authorities,  I  endeavoured  to  obtain  facts  on  which  an  opinion 
as  to  the  connection  of  the  two  might  be  based.  By  the  kind 
assistance  of  Dr.  Hadden,  Dr.  Carrington,  Dr.  Arthur  Davies, 
and  Dr.  James  Anderson,  I  have  been  able  to  collect  from 
the  records  of  St.  Thomas's,  Guy's,  St.  Bartholomew's,  and 
the  London  Hospital  particulars  of  108  cases  of  erythema 
nodosum. 

Of  these  18  were  males  and  90  females,  or  five  females  to 
one  male. 

The  ages  of  the  patients,  arranged  in  decennia,  are  given 
in  the  table  below : 


Decennium     . 

.       1     .. 

.       2     .. 

.       3     .. 

.       4     ., 

,.     5     ., 

,.     6 

No.  of  cases    . 

.     14    f, 

,.     39     ., 

.     30     .. 

.     15     ., 

,.     8     „ 

..     2 
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From  this  it  is  seen  that  the  maximum  incidence  of  the 
disease  falls  on  the  second  and  third  decennia,  next  the  fourth 
and  first  decennia ;  the  numbers  are  greatly  reduced  in  the 
fifth,  and  scarcely  any  occur  in  the  sixth  decennium.* 

The  Seasonal  Incidence  is  given  in  60  cases,  but  the 
numbers  are  probably  too  few  to  have  much  value. 

Distribution  of  Cases  in  Months  of  Year, 

Jan.     Feb.    March.  April.   May.     June.     July.    Aug.    Sept.     Oct.     Nov.     Dec. 
6  ...  0  ...  2  ...  4  ...  6  ...  10  ...  5  ...  5  ...  7  ...  5  ...  3  ...  7 

Coming  now  to  the  most  important  point  in  the  inquiry,  I 
find  that  in  13  of  the  108  cases,  or  in  12  per  cent,  acute  rheu- 
matism coexisted  with  the  erythema  nodosum,  and  in  4  sub- 
acute rheumatism  was  present,  making  17  cases  in  108,  or  15*7 
per  cent,  in  which  the  two  were  associated.  The  grounds  on 
which  the  diagnosis  of  acute  or  subacute  rheumatism  is  based 
is  given  in  a  brief  record  of  each  case. 

With  reference  to  the  order  of  occurrence  of  the  erythema 
and  rheumatism  the  information,  not  having  been  specially 
asked  for,  is  incomplete. 

In  4  cases  the  rheumatism  is  stated  to  have  appeared  first. 

In  2  cases  the  erythema  preceded  the  rheumatism. 

In  2  cases  the  erythema  and  rheumatism  appeared  concuf- 
rently. 

In  7  cases  the  order  of  occurrence  is  not  stated. 


Cases  of  Erythema  Nodosum  associated  with  Acute  or  Subacute 

Rheumatism. 

Case  1. — Previously  related. 

Case  2. — Female,  8Bt.  20.  Admitted  with  sore-throat,  pain 
and  swelling  of  joints  for  two  weeks,  and  the  eruption. 
Similar  attack  of  rheumatism  in  previous  year.  Mother  rheu- 
matic. No  murmur.  Pulsations  irregular,  and  second  sound 
accentuated  in  pulmonary  area.  Temperature  100°  to  101°, 
till  eighth  day.  Diagnosis,  acute  rheumatism  with  erythema 
nodosum. 

Case  3. — Male,  get.  15.  Admitted  with  eruption  on  arms, 
legs,  and  thighs.  No  history  of  previous  rheumatism.  No 
heart  lesion.     No  note  as  to  arthritic  pains  on  admission,  but 

*  The  statistics  of  the  London  Hospital  show  that  the  chief  incidence  of  acute 
and  subacute  rheumatism  falls  in  the  second  and  third  decennia,  but  the  pre- 
ponderance is  greatly  in  males. 
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these  subsequently  became  very  severe.  Oscillating  tem- 
perature for  eight  days  (max.  102*5°)  and  then  normal. 
Treated  with  Sodium  Salicylate. 

Case  4. — Male,  get.  32.  Pains  in  ankles,  knees,  wrists,  and 
shoulders,  all  of  which  were  swollen.  Temp.  102°  to  103'6°. 
Previous  attack  of  rheumatic  fever;  in  fact  the  present 
described  as  a  second  attack  of  acute  rheumatism.  Heart 
normal. 

Case  5. — Female,  get.  24.  Shivering  for  a  week,  cough, 
pain  in  left  side,  herpetic  eruption  on  lips,  and  flying  pains. 
Swelling  of  right  wrist,  both  ankle-joints,  tops  of  toes,  and 
instep.  Unable  to  walk.  Later,  elbow-  and  knee-joints  and 
left  wrist  swollen,  throat  sore;  skin  hot  and  moist.  Temp. 
101°.  Finger-joints  of  right  hand  became  swollen  and  pain- 
ful. Slight  increase  of  cardiac  dulness  upwards  and  outwards. 
No  murmur.  Acute  rheumatism  six  years  ago.  Lumps  on 
skin  (e.  nodosum  ?)  when  five  years  old. 

Case  6. — Female,  ast.  39.  Pains  in  knees,  ankles,  and 
elbows,  which  were  much  swollen.  Soft  systolic  murmur  at 
apex.     No  antecedent  rheumatism. 

Case  7. — Female,  get.  38.  Ankles  hot,  red,  and  swollen. 
Knees  painful.  Wrist-  and  elbow-joints  swollen  and  painful. 
Pulse  108,  temp.  101*4°.  Heart  normal.  No  antecedent 
rheumatism. 

Case  8. — Female,  set.  24.  SuckUng.  Sore-throat,  pain 
and  swelling  in  knees,  elbows,  and  left  wrist  and  shoulder. 
Pulse  88,  temp.  101°.  Heart  normal  on  admission.  Faint 
murmur  at  left  base  on  discharge.  No  report  on  antecedent 
rheumatism. 

Case  9. — Female,  set.  29.  Father  had  rheumatism  in  legs. 
Patient  had  rheumatism  in  several  joints  for  three  weeks 
before  admission.  On  admission,  right  ankle  and  knee,  and 
both  wrists  swollen  and  tender.  Temp.  103°.  Heart,  pre- 
systolic thrill  ?  Systolic  bruit  at  apex,  and  faint  systolic  at 
left  base.  Two  days  later  there  is  noted,  "  There  is  much 
perspiration  having  the  sour  odour  characteristic  of  rheumatic 
fever.  Systolic  bruit  at  apex  not  heard  later.  The  rheu- 
matism and  erythema  seemed  to  have  undergone  simul- 
taneous improvement." 

Case  10. — Female,  ast.  35.  Stated  she  had  had  pain  and 
swelling  of  joints  before  admission.  Ankles  swollen  on 
admission  and  later  right  knee.     Heart  normal. 

Case  11.— Female,  «t.  17.  Admitted  March  12,  1884. 
No  acute  rheumatism  in  family.     No  previous  attack  of  acute 
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rheumatism.  Three  days  before  admission  had  eruption  and 
swelling  of  joints ;  thinks  the  former  preceded.  On  admission, 
left  ankle  slightly  swollen.  Doubtful  systolic  bruit  at  apex. 
March  14. — Still  effusion  into  left  ankle.  Erythema  rapidly 
disappearing.  Systolic  bruit  at  apex  conducted  into  axilla. 
March  15. — Pericardial  friction  and  effusion  into  sac.  March 
27. — Left  knee  and  ankle  painful  and  a  little  swollen.  Mitral 
systolic  bruit  persisted. 

Case  12. — Female,  set.  30.  No  history  of  rheumatism  in 
family.  No  previous  attack  of  rheumatism.  Erythema  nodo- 
sum on  legs  two  weeks  before  admission,  preceded  by  joint 
pains.  No  swelling  of  joints  on  admission ;  heart  normal. 
Later,  there  was  much  pain  in  several  joints  with  doubtful 
swelling ;  profuse  acid  sour-smelling  perspiration. 

Case  13. — Female,  set.  18.  Sixth  attack  of  acute  rheu- 
matism during  which  erythema  nodosum  occurred.  Death. 
Autopsy,  heart  normal.  The  patient  had  had  attacks  of 
erythema  nodosum  with  the  first,  second,  and  third  attacks  of 
acute  rheumatism. 

Case  14. — Female,  set.  17.  Admitted  for  sudden,  severe, 
and  definitely  arthritic  pains  (shoulders,  hips,  knees,  and 
ankles)  after  "a  washing  day."  Troubled  with  rheumatic 
pains  for  several  years.  Father  rheumatic.  Eruption  appeared 
whilst  in  hospital  for  rheumatism  Second  sound  accentuated ; 
no  murmur. 

Case  15. — Female,  set.  43.  Admitted  with  definite  arthritic 
pain  and  swelling  (especially  knees),  and  the  eruption.  No 
previous  history  of  rheumatism.  No  report  on  heart.  Temp. 
101°  for  three  days  and  then  sank  to  normal. 

Case  16. — Male,  aet.  35.  Chronic  arthritis  in  both  knees, 
especially  right,  also  in  left  wrist  and  ankle.  Ankles  swelled 
two  years  ago.     Aortic  regurgitation. 

Case  17. — Female,  aet.  32.  Chilly,  sore-throat,  nausea, 
lump  in  neck.  Right  knee-joint  swollen  and  painful.  Left 
knee-joint  painful.  Temp.  101°.  On  admission,  heart  normal. 
Soft  systolic  murmur  developed  at  apex  preceded  by  irregular 
rhythm.     No  antecedent  rheumatism. 

In  addition  to  these  cases,  which  I  imagine  few  would 
question  as  examples  of  rheumatism  associated  with  erythema 
nodosum,  there  were  other  cases  in  which  arthritic  pains  were 
present.  It  is  of  course  known  to  everyone  that  ei'ythema 
nodosum  is  associated  with  pains  in  the  limbs,  on  which  the 
eruption  occurs,  and  in  some  cases  it  may  be  difficult  to  decide 
how  far  the  pain  is  to  be  regarded  as  directly  due  to  the  erup- 
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tion  and  how  far  independent  of  it.  The  greatest  care  has 
been  taken  not  to  strain  the  evidence  in  favour  of  rheumatism. 
It  must  be  remembered  that  the  evidence  is  collected  from 
various  independent  sources  such  as  would  be  likely  to 
exclude  or  neutralise  any  personal  prepossessions  on  the 
subject. 

Cases  in  which  arthritic  pains  were  present,  apparently  of 
a  rheumatic  character,  amount  to  17,  or  in  15' 7  per  cent,  of 
the  108  cases.  In  3  of  these  cases  there  was  a  history  of  pre- 
vious rheumatism,  and  in  4  there  was  evidence  of  heart  disease 
or  disorder,  besides  sore-throat  in  the  attack  in  2,  and  a 
family  history  of  rheumatism  in  2. 

Brief  abstracts  of  these  17  cases  are  given,  so  that  others 
may  draw  their  own  conclusions  from  the  facts. 

Cases  of  Erythema  Nodosum  in  which  there  were  pains,  pro- 
bably Rheumatic. 

Case  18. — Male,  set.  8.  Admitted  with  pains  in  the  legs 
and  the  eruption.  A  history  of  previous  rheumatism.  Temp. 
99°  to  100°.     Prolonged  first  sound  at  apex  or  bruit. 

Case  19. — Female,  aet.  31.  Admitted  for  rigors,  pains  in 
limbs  and  eruption.  Pain  distinctly  arthritic.  No  history  of 
previous  rheumatism.     No  murmur.     Temp,  normal. 

Case  20. — Male,  ast.  46.  Giddiness  and  tremor,  for  which 
he  was  admitted.  No  history  of  previous  rheumatism.  No 
lesion  of  heart.  Sixteen  days  after  admission  pains  in  large 
and  small  joints.  Thirteen  days  later  eruption  noted  on  arms 
and  legs.  Fifteen  days  later  still  eruption  dying  away. 
Temperature  normal  during  this  period,  except  one  day  at 
beginning  and  three  days  at  end,  when  it  was  100°  F. 

Case  21. — Male,  set.  14.  Admitted  for  shooting  pains  in 
legs  and  knees  and  eruption  on  legs.  No  history  of  ante- 
cedent rheumatism.  Apex  systolic  murmur;  no  definite 
evidence  of  hypertrophy.     Temp.  100°  to  101°  for  five  days. 

Case  22. — Male,  set.  20.  Admitted  with  pain  in  knees 
and  left  ankle,  and  eruption  on  lower  limbs.  No  statement  as 
to  previous  rheumatism.  No  report  as  to  heart.  Father  died 
of  heart  disease  and  mother  had  acute  rheumatism.  Bubo 
developed  in  left  groin;  incised. 

Case  23. — Female,  set.  35.  Knee-joints  painful  but  not 
swollen.  Pains  in  shoulders  and  elbow.  Temp.  100°.  Heart 
normal.     Acute  rheumatism  five  years  previously. 

Case   24. — Female,  set,    35.     Pains  for  some  months   in 
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wrists  and  shoulders.  Lumps  came  out  on  shins  six  weeks 
before  admission.  Never  had  rheumatism  before.  No  report 
of  heart. 

Case  25. — Female,  set.  37.  Sore-throat,  ankles  swollen, 
tenderness  over  knee-joints  and  in  muscles  of  calves.  Systolic 
apex  murmur.     No  previous  rheumatism. 

Case  26. — Female,  get.  28.  Both  knees  tender.  No 
redness  or  effusion.  Wrists,  elbows,  forearm,  and  shoulders 
tender.  On  admission,  soft  systolic  apical  murmur.  Second 
sound  in  third  left  interspace  roughened.  On  discharge  no 
murmur.     Rheumatic  fever  six  years  before. 

Case  27. — Female,  ast.  36.  Pain  in  joints  for  some  months, 
especially  in  wrists,  and  pain  in  shins.  Eruption  came  out 
on  shins  six  weeks  previously.  Heart  normal.  No  antecedent 
rheumatism. 

Case  28. — Female,  aet.  43.  Rheumatic  pains  in  knees, 
with  swelling ;  sore-throat ;  leucorrhoea.  No  murmur  or 
antecedent  rheumatism. 

Case  29. — Female,  ast.  22.  Ill  three  weeks  before  admis- 
sion, rigor,  pain  in  limbs,  nausea,  pain  in  precordial  region. 
No  ;history  of  previous  rheumatism  stated.  No  report  of 
heart. 

Case  30. — Female,  set.  28.  Rheumatic  pains  fourteen  days 
before  admission  in  elbows,  ankles,  and  between  shoulders. 
Temp.  101°,  pulse  120.  Heart  normal.  No  report  on  ante- 
cedent rheumatism. 

Case  31. — Female,  set.  42.  Pains  in  joints  three  days. 
Pulse  108,  temp.  99°.  Heart  normal.  Antecedent  rheumatism 
not  recorded. 

Case  32. — Female,  aet.  25.  Pain  in  left  arm  and  knees. 
Left  arm  swollen.  No  report  on  heart  or  antecedent  rheu- 
matism. 

Case  33. — Female,  aet.  19.  Joint  pains,  not  acute  rheu- 
matism.    Heart  normal. 

Case  34. — Female,  aet.  24.  One  sister  has  had  acute 
rheumatism.  Patient  has  never  had  an  attack.  Eruption  on 
legs  and  forearms.  Faint  mitral  systolic  murmur.  Pain,  and 
doubtful  swelling  of  joints. 

If  these  1 7  cases  of  pains  in  the  joints,  &c.,  are  accepted 
as  rheumatic,  it  will  give,  with  the  17  cases  in  which  I  think 
the  evidence  is  undoubted,  17  +  17  =  34  cases  in  108,  or  31*4 
per  cent.,  in  which  rheumatism  was  associated  with  erythema 
nodosum. 

In  12  eases  in  which  no  rheumatic  symptoms  were  present 
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in  the  attack,  the  patient  had  previously  suffered  from  rheu- 
matism. 

In  6  cases  recurrences  are  mentioned.  In  one  case  there 
had  been  several  attacks,  and  in  one  case  which  died  in  the 
sixth  attack  of  acute  rheumatism,  there  had  been  erythema 
nodosum  accompanying  the  first,  third,  and  fourth  attacks. 

It  may  be  noted  for  what  it  is  worth  that  in  11  cases  there 
was  a  family  history  of  rheumatism.  In  the  majority  of  cases 
no  mention  is  made  of  this  point,  so  that  this  number  must 
not  be  taken  to  represent  the  proportion  in  which  rheumatism 
occurred  in  other  members  of  the  family. 

Sore-throat,  again,  so  frequently  present  in  acute  rheu- 
matism, is  recorded  in  11  cases  (including  2  of  tonsillitis).  It 
was  not  asked  for  in  the  inquiry,  and  in  the  majority  of  cases 
no  mention  is  made  on  the  subject. 

A  matter  of  greater  importance  and  interest  is  the  relation- 
ship of  heart  affection  to  erythema  nodosum.  On  this  point 
I  may  quote  a  remark  of  Dr.  Thomas  Barlow's.  He  writes, 
"Erythema  nodosum,  it  is  well  known,  is  associated  with 
severe  pains  in  the  limbs  and  some  fever,  and  is  sometimes 
followed,  as  rheumatism  is,  by  considerable  ansemia.  But  I 
have  never  been  able  to  assure  myself  of  the  production  of  an 
organic  cardiac  murmur  in  this  disease,  nor  of  any  intercurrent 
arthritis,  however  slight ;  and  it  seems  possible  that  the  pains 
in  the  limbs  may  be  accounted  for  in  great  measure  by  the 
effusions  which,  though  limited  in  amount,  often  occur  in 
spots  which  do  not  readily  yield,  as  on  the  front  of  the  shin. 
There  is  certainly  proneness  to  recurrence  in  the  same  indi- 
vidual. Nevertheless,  until  we  get  evidence  of  the  initiation 
of  heart  disease  in  an  attack,  or  of  the  liability  of  persons  who 
suffer  from  erythema  nodosum  to  subsequent  undoubted  rheu- 
matism, I  think  we  ought  to  hesitate  before  saying  that  ery- 
thema nodosum  is  closely  related  to  rheumatism,  much  less 
convertible  with  it,  although  in  some  respects  it  runs  parallel 
with  it.  But  with  respect  to  erythema  marginatum  and  ery- 
thema papulatum,  the  case  is,  I  think,  often  more  satis- 
factory."* 

The  evidence  I  have  to  bring  forward  as  to  the  association 
of  heart  disease  is  as  follows  : 

The  condition  of  the  heart  has  been  already  stated  in  Cases 

6,  8,  9,  11,  16,  17,  21,  25,  26,  and  34,  in  which  there  were 

pretty  pretty  positive  lesions,  and  in  Cases  1  and  1 8,  in  which 

the  organic  nature  of  the  change  was  open  to  doubt.     Of  these 

*  British  Medical  Journal,  1883,  vol,  ii,  p.  511. 
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I  may  remark  tliat  it  was  positively  stated  that  in  2  cases  in 
which  the  cardiac  lesion  occurred  with  symptoms  of  arthritis, 
there  had  been  no  previous  rheumatism ;  in  2  oases  no  mention 
was  made  as  to  antecedent  rheumatism  ;  in  5  cases  the  cardiac 
lesion  was  associated  with  rheumatic  pains,  and  of  these  in 
3  it  was  stated  that  no  previous  rheumatism  had  occurred, 
whilst  in  2  it  was  stated  that  they  had  previously  had  rheu- 
matism. 

Besides  these  cases  which  have  previously  been  quoted  as 
associated  with  rheumatic  symptoms  accompanying  the  attack 
of  erythema  nodosum,  I  append  short  notes  of  13  cases  in 
which  some  cardiac  affection  was  present  independently  of  the 
actual  attack  of  erythema.  In  10  of  these  the  lesion  was  fairly 
definite,  in  3  doubtful. 

Oases  of  Oardiac  Lesion  without  Arthritic  Symptoms. 

Case  35. — Female,  set.  13.  No  arthritis  stated  to  have  been 
present  in  existing  attack  of  erythema,  and  no  mention  of 
previous  rheumatism.  Mitral  regurgitation  and  aortic  obstruc- 
tion, with  cardiac  hypertrophy. 

Case  36. — Male,  set.  11.  Admitted  with  the  eruption  and 
pain,  not  arthritic.  No  previous  history  of  rheumatism. 
Heart  normal  on  admission.  Apex  systolic  murmur  developed 
during  day.  Temp.  103*6°  on  admission,  remaining  high  for 
six  days. 

Case  37. — Female,  set.  7.  No  note  as  to  pains,  except  as 
to  tenderness.  No  note  as  to  previous  rheumatism.  Variable 
apex  and  basic  systolic  murmur.  Temp.  103 "8°  on  admission, 
fell  gradually. 

Case  38. — Female,  set.  22.  Admitted  with  sore-throat  and 
pains  all  over,  and  the  eruption  on  both  legs.  Severe  attack 
of  acute  rheumatism  three  years  before.  Apex  systolic 
murmur,  with  cardiac  hypertrophy.  There  was  oedema  of 
legs  extending  beyond  the  erythema. 

Case  39. — Female,  set.  23.  Faint  mitral  systolic.  No 
acute  rheumatism. 

Case  40. — Male,  set.  12.  Slight  systolic  at  apex.  No 
rheumatic  symptoms. 

Case  41. — Female,  set.  12.  Systolic  at  apex.  No  acute 
rheumatism. 

Case  42. — Male,  set.  15.  Heart  developed  a  soft  flowing 
systolic  bruit  at  base,  and  less  distinctly  at  apex.  No  acute 
rheumatism. 
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Case  43. — Female,  set.  22.  No  acute  rheumatism.  Systolic 
murmur  at  apex,  conducted  into  axilla. 

Case  44. — Female,  aet.  25.  First  sound  of  heart  not  clear. 
No  rheumatic  symptoms. 

Case  45. — Female,  aet.  20.  Soft  anaemic  murmur  at  left 
base.     Never  had  rheumatism. 

Case  46. — Female,  aet.  35.  First  sound  at  apex  rough. 
Bronchial  catarrh.     Never  had  rheumatic  fever. 

Case  47. — Female,  get.  30.  First  sound  prolonged  towards 
base.     Rheumatic  fever  eight  years  ago. 

I  particularly  draw  attention  to  Cases  8,  11,  17,  36,  and  42. 

Case  8. — The  heart  was  normal  on  admission.  There  was 
a  faint  murmur  at  the  left  base  on  discharge.  No  report  on 
antecedent  rheumatism. 

Case  11. — The  patient  had  never  previously  had  rheuma- 
tism. There  was  well-marked  arthritis  in  the  attack.  On 
admission  there  was  a  doubtful  systolic  murmur  at  apex ;  this 
developed  into  a  well-marked  systolic  apical  murmur  conducted 
into  the  axilla,  which  persisted  on  her  discharge.  Pericarditis 
with  effusion  developed  in  the  attack. 

Case  17. — Heart  normal  on  admission.  Soft  systolic 
murmur  developed  at  the  apex,  preceded  by  irregularity  of 
rhythm.     No  antecedent  rheumatism. 

Case  36. — Heart  normal  on  admission.  Apex  systolic 
murmur  developed  during  stay. 

Case  42. — Heart  developed  a  soft  blowing  systolic  bruit  at 
base,  and  less  distinctly  at  apex.  No  acute  rheumatism  accom- 
panying the  attack. 

Cases  8,  11,  and  17  were  accompanied  by  arthritis;  in 
Cases  36  and  42  there  was  no  accompanying  affection  of  the 
joints. 

I  think  these  five  cases,  or,  excluding  Case  8,  which  is  pos- 
sibly open  to  doubt,  these  four  cases,  give  a  definite  answer  to 
Dr.  BarloVs  inquiry,  and  show  that  a  murmur  presumably 
due  to  endocarditis  may  develop  in  an  attack  of  erythema 
nodosum,  either  with  or  without  the  signs  of  arthritis. 

In  one  case  the  erythema  appears  to  have  been  associated 
with  gout. 

I  think  the  facts  here  brought  forward  support  the  fol- 
lowing conclusions  and  inference  : 

(1)  That  erythema  nodosum  is  frequently  associated  with 
definitely  rheumatic  symptoms,  e.g.  arthritis,  sour  sweats,  sore- 
throat,  &c. 

(2)  That  heart  disease  (endocarditis)  may  arise  during  an 
VOL.  XIX.  15 


226      Dr.  Stephen  Mackenzie  On  Erythema  Nodosum. 

attack  of  erythema  nodosum,  both  in  cases  in  which  arthritis 
is  present,  and  in  cases  in  which  there  is  no  affection  of  the 
joints. 

(3)  That  these  conclusions  justify  the  inference  that  ery- 
thema nodosum  is  frequently,  if  not  generally,  an  expression 
of  rheumatism,  even  when  no  other  definitely  rheumatic  sym- 
ptoms are  present. 
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XXXVII. — Gases     of    Pneumothorax.        By    Samuel 
West,  M.D.     Bead  April  9,  1886. 

CASE  1. — Pneumothorax,  right  side,  in  the  course  of  severe 
phthisis  ;  death  after  two  days,  chiefly  due  to  suffocation  hy 
the  contents  of  a  large  cavity  forced  out  into  bronchi  hy  com- 
pression.— E.  N.J  barmaid,  aet.  29,  after  getting  wet  in 
Christmas,  1883,  was  seized  with  cough  from  which  she  has 
never  since  been  free.  At  the  same  time  a  gland  swelled 
beneath  the  lower  jaw,  which  broke.  This  has  continued  to 
(iischarge  ever  since. 

About  July,  1884,  she  had  her  first  and  only  attack  of 
hoBmoptysis  (one  pint) .  For  the  last  month  she  had  rapidly 
lost  flesh  and  strength,  and  had  sweated  much  at  night.  She 
was  admitted  into  the  Victoria  Park  Chest  Hospital  on 
October  1,  1884. 

She  was  emaciated  and  very  feeble,  with  much  fever  and 
night  sweating,  occasional  vomiting,  but  no  diarrhoea,  and 
with  all  the  signs  of  phthisis.  The  right  lung  was  generally 
affected  and  had  a  large  cavity  in  the  upper  lobe,  while  the 
left  was  less  affected. 

The  sputum  contained  numerous  bacilli,  which  were,  how- 
ever, separate  and  not  in  clusters.  There  was  nothing  special 
in  the  case,  the  physical  signs  slowly  increasing,  and  the 
hectic  and  other  symptoms  persisting  until  November  26, 
when  she  was  suddenly  seized  with  a  very  violent  fit  of  coughing, 
after  which  her  breath  became  very  short.  The  dyspnoea 
grew  urgent,  bat  was  relieved  by  the  free  expectoration  of  a 
large  quantity  of  ropy  puriform  mucus.  The  physical  signs  of 
pneumothorax  developed  on  the  right  side. 

The  next  day  (November  27)  she  had  a  second  attack  of 
very  severe  dyspnoea,  attended  by  a  sudden  stoppage  of  this 
free  expectoration.  The  patient  became  very  dusky,  was 
covered  with  a  clammy  sweat,  and  the  bowels  operated  three 
times.  The  dyspnoea  and  cyanosis  increased,  and  the  patient 
died  suffocated  early  on  the  28th. 

The  post-mortem  was  made  seventeen  hours  after  death. 

The  sternum  was  divided  down  the  middle,  and  the  left 
half  removed  with  the  cartilages  of  the  ribs. 

The  mediastinum  was  found  displaced  en  masse  to  the  left, 
the  right  pleura  reaching  on  the  level  of  the  fourth  costal 
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cartilage  about  an  inch,  to  the  left  of  the  sternum.  The  heart 
was  not  twisted  in  any  way  upon  its  axis,  but  simply  pushed 
over,  part  of  the  left  ventricle  being  still  visible  as  usual  from 
the  front.  The  only  twisting  produced  was  that  slight  twisting 
due  to  the  curving  of  the  ribs. 

The  liver  was  depressed  and  rotated  so  that  the  notch  was 
under  the  left  costal  arch,  and  the  gall-bladder  2  inches  to  the 
left  of  the  umbilicus. 

The  diaphragm  was  convex  towards  the  abdomen,  but  not 
visible  below  the  ribs  above  the  liver.  The  lower  part  of  the 
liver  was  covered  with  the  small  intestines. 

The  pericardium  contained  half  a  pint  of  serous  fluid,  and 
the  heart  contained  large  decolourised  ante-mortem  clots. 

The  left  lung  had  a  few  small  cavities  in  the  apex  of  recent 
date,  and  was  studded  elsewhere  throughout,  but  chiefly  in  the 
upper  lobe,  with  yellow  cheesy  masses.  The  left  pleural  cavity 
contained  about  two  pints  of  sero-purulent  fluid  (like  dirty 
water). 

The  right  lung  was  collapsed  against  the  spine,  and  two 
apertures  were  visible,  one  on  the  lateral  aspect  in  the  lowest 
part  of  the  upper  lobe  (size  -j^  by  |-  oval),  and  the  other,  much 
smaller,  in  the  posterior  and  external  portion  of  the  middle  lobe. 
The  first  corresponded  with  a  cavity,  the  pleural  wall  of  which 
was  very  thin  over  a  circular  area  of  about  an  inch  in  dia- 
meter. The  lung  throughout  was  considerably  consolidated 
and  contained  numerous  cavities,  the  upper  lobe  being  almost 
entirely  excavated.  Its  contents  were  of  the  same  character 
as  the  viscid  expectoration  described. 

The  other  organs  were  healthy. 

The  pleura  towards  the  left,  and  the  diaphragm  below,  were 
not  as  much  displaced  as  is  often  observed  in  pneumothorax, 
so  that  the  distension  was  not  as  extreme  as  in  most  cases,  and 
yet  the  dyspnoea  was  intense.  The  condition  of  the  opposite 
lung  does  not  entirely  account  for  this.  When  the  pneumo- 
thorax occurred,  the  lung  was  compressed  and  the  contents  of 
the  large  cavities  it  contained  suddenly  squeezed  out  of  them 
into  the  air  tubes,  so  that  an  important  factor  in  the  dyspnoea 
was  the  choking  of  the  tubes  by  this  secretion.  That  this 
explanation  is  the  correct  one  is  shown,  first,  by  the  profuse 
expectoration  which  occurred,  and  by  which  temporary  relief 
was  obtained,  and  secondly,  by  the  character  of  the  expectora- 
tion, which  was  found  on  the  autopsy  to  be  the  same  as  the 
contents  of  the  large  cavities. 

This  indirect  method  of  production  of  the   dyspnoea  in 
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pneumothorax  does  not  seem  to  be  very  common,  and  is  at 
any  rate  not  often  described. 

Case  2. — Pneumothorax,  right  side,  three  weeks'  duration  on 
admission;  cough  only  for  two  months;  profuse  hsemoptysis,  tap- 
ped twice  and  subsequently  free  incision;  death  from  exhaustion; 
post-mortem,  chronic  phthisis,  aneurism  of  pulmonary  artery. — 
Albert  T.,  set.  21,  cook,  was  admitted  into  the  Victoria  Park  Chest 
Hospital  with  right-sided  pneumothorax.  There  was  no  family 
history  of  phthisis,  and  the  patient  had  been  in  good  health, 
he  stated,  until  a  slight  cough  set  in  five  weeks  before  the 
present  illness.  At  that  time,  after  a  severe  fit  of  coughing,  he 
was  suddenly  seized  with  severe  pain  in  the  right  side  of  his 
chest.  He  became  at  once  very  short  of  breath,  and  felt  as  if 
he  would  be  choked.  Since  then  he  kept  his  bed,  the  pain 
and  dyspnoea  continuing,  sleeping  badly,  sweating  profusely 
at  night,  eating  little,  and  losing  flesh  rapidly.  The  pain  had 
almost  gone  during  the  last  few  days. 

On  November  9,  eight  weeks  from  the  commencement  of 
cough,  and  three  weeks  from  the  attack  of  dyspnoea,  he  was 
seized  with  haemoptysis.  He  brought  up  about  2  or  3  oz.  of 
blood  in  the  cab  on  the  way  to  the  hospital  and  about  the  same 
quantity  in  the  ward. 

The  patient  looked  ill,  lay  in  the  right  oblique  position,  as 
he  had  done  since  the  commencement  of  his  illness.  Pulse 
128,  resp.  32,  temp.  103-2°. 

The  right  side  was  distended,  tympanitic  on  percussion, 
breath-sounds  absent  except  at  apex,  where  they  could  be 
feebly  heard.  The  tympanitic  resonance  reached  the  edge  of 
the  ribs  as  the  patient  lay  on  his  back,  and  extended  to  the 
left  of  the  sternum,  nearly  3  inches  from  the  mid-sternal  line 
on  the  level  of  the  fourth  rib,  the  heart  being  displaced,  so 
that  the  apex  beat  in  the  left  mid-axillary  line.  The  liver 
was  greatly  depressed  and  twisted,  reaching  2  inches  below  the 
level  of  the  umbilicus  in  the  right  lumbar  region,  to  the 
umbilicus  in  the  middle  line,  and  to  the  costal  arch  on  the 
left  side. 

On  sitting  up  the  level  of  dulness  reached  the  upper  border 
of  the  sixth  rib.     Succussion  was  well  marked. 

November  12. — Hsemoptysis  2  oz.,  but  patient  felt  better. 

November  13. — Slight  hsemoptysis  again;  some  crepitus 
too ;  has  had  this  occasionally  before. 

November  21. — Patient  continued  to  spit  a  little  blood. 
The   sputum   was    examined    for    bacilli,   and    none   found. 
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The  breath  then  continued  to  get  shorter,  and  the  dulness 
reached  to  the  fourth  rib.  On  sitting  up,  the  other  physical 
signs  were  the  same  except  that  distant  amphoric  breathing 
was  audible  at  the  base  behind. 

Paracentesis  was  performed,  and  28  oz.  of  sero-purulent 
non-offensive  fluid  withdrawn.  The  patient  began  to  cough,  and 
the  operation  was  on  this  account  stopped,  before  all  the  fluid 
was  withdrawn.     The  breathing  was  greatly  relieved. 

The  pleural  pressure  was  estimated  before  tapping,  and 
found  to  be  on  inspiration  1  inch  and  on  expiration  5  inches 
of  water. 

About  midnight  a  swelling  in  the  site  of  puncture  was 
observed  by  the  patient,  which  rapidly  increased  in  size,  and 
in  the  course  of  an  hour  about  1^  inches  in  thickness  opposite 
puncture,  and  extending  some  distance  round  side  of  chest. 
This  was  due  to  subcutaneous  emphysema.  There  was  a  little 
burning  sensation  but  no  pain.  The  side  was  strapped,  with 
relief.  (The  emphysema  took  nearly  a  week  to  completely 
disappear,  but  did  not  increase  after  the  strapping.) 

The  patient  was  much  better,  and  continued  to  improve, 
and  by  December  3  the  respirations  had  gradually  fallen  from 
32  to  22.  The  dulness,  however,  had  slowly  risen  again  up  to 
the  fifth  rib  on  sitting  up.  The  other  physical  signs  were  the 
same,  and  the  bell-sound  was  very  distinct  all  over  the  side. 

On  December  7  the  patient  was  again  tapped  and  36  oz.  of 
purulent  fluid,  quite  inoffensive,  were  removed.  The  pressure 
before  operation  was  2J  inches  of  water  on  expiration  and 
^  inch  on  inspiration.  The  cavity  was  completely  emptied  and 
then  air  was  withdrawn  only,  but  the  heart's  apex  did  not 
perceptibly  return  from  its  position  2  inches  outside  the  left 
nipple  in  the  fifth  space.  The  patient  bore  the  operation  well, 
and  said  that  his  breath  was  much  relieved. 

A  day  or  two  later  the  patient  complained  of  pain  in  the 
seat  of  puncture,  and  on  the  18th  a  small  abscess  was  found 
there,  which  was  opened  on  the  20th.  No  communication 
with  the  pleura  could  be  discovered,  but  the  next  day  a  good 
deal  of  purulent  discharge  as  well  as  air  escaped  by  the  incision. 
A  trocar  and  cannula  was  passed  from  the  incision  into  the 
pleura,  and  using  this  as  a  director  a  free  incision  was  made 
in  the  sixth  space  in  the  mid-axilla.  About  8  oz.  of  sero-purulent 
fluid  and  a  good  deal  of  air  escaped. 

Examination  with  a  probe  showed  that  there  was  a  large 
cavity  extending  from  the  ribs  to  the  level  of  the  sternum,  and 
down  to  the  diaphragm.     Towards  the  apex  it  was  limited  by 
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dense  tissue  extending  riglit  across  the  pleura,  about  tlie 
level  of  the  third  rib.  No  way  could  be  found  round  the 
partition  as  it  was  thought  to  be,  although  the  chest  above  it 
was  tympanitic  and  yielded  a  metallic  echo. 

December  22. — Patient  restless;  a  large  amount  of  discharge 
drained  away. 

December  23. — The  discharge  was  bloody,  and  contained 
a  few  small  clots.  After  washing  the  side  out  with  weak 
carbolic  acid  solution,  the  bleeding  stopped,  but  in  the  evening 
severe  haemoptysis  set  in,  and  more  than  a  pint  of  blood  was 
suddenly  brought  up  ;  the  dressings  were  removed  and  found 
saturated  with  blood.  Some  ice  to  suck  and  opium  were  given, 
and  also  a  grain  and  a  half  of  ergotin  injected.  A  very  short 
time  after  this  the  haemorrhage  stopped.  The  temperature 
rose  from  102°  to  102"4°  an  hour  and  a  half  after  the  haemor- 
rhage, and  the  patient  sweated  much. 

December  24. — Haemoptysis  slight  (a  few  clots),  but  no 
copious  haemorrhage  from  pleura  or  by  mouth. 

December  25. — Haemoptysis  3  or  4  oz. 

During  the  next  few  days  haemoptysis  was  slight  and  the 
discharge  from  the  pleura  contained  altered  blood. 

December  28. — The  discharge  is  slightly  offensive,  and  so 
also  is  the  breath. 

The  heart's  apex  has  returned  almost  to  the  normal  place. 
This  did  not  happen  immediately  after  the  incision,  but  only 
took  place  gradually. 

January  8. — Discharge  very  free  and  very  offensive. 
Patient  is  rapidly  losing  ground. 

No  further  haemorrhage  occurred,  but  the  patient  died  of 
exhaustion  on  January  10. 

Post-mortem. — The  right  pleural  cavity  contained  air  and 
pus  (one  pint) .  The  left  lung  reached  the  right  edge  of  the 
sternum,  was  emphysematous,  and  contained  some  recent 
tubercles,  but  no  caseous  change  or  cavities. 

The  right  lung  was  adherent  to  the  chest  walls  for  the 
greater  part  of  the  upper  lobe ;  the  rest  was  collapsed  upwards 
and  against  the  spine.  Just  at  the  junction  of  the  upper  and 
lower  lobes,  where  the  adhesions  ceased,  in  the  mid-lateral 
region,  two  small  perforations  were  visible  ^  inch  in  diameter 
and  I  inch  apart,  from  both  of  which  a  bloody  fluid  escaped 
on  pressure.  One  led  into  a  small  cavity  in  the  apex  of  the 
lower  lobe  about  \  inch  in  diameter,  the  other  into  the  base  of 
the  upper  lobe.  This  lobe  was  found  to  be  almost  completely 
excavated,  and  to  form  an  irregular  cavity,  with  thick  fibroid 
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walls,  and  crossed  with  coarse  trabeculae,  upon  one  of  which, 
in  the  lower  part  of  the  cavity,  was  a  mass,  irregular  in  shape, 
about  I  inch  in  diameter,  into  the  centre  of  which  a  probe 
passed  with  great  ease  from  the  pulmonary  artery,  the  vessel 
with  which  it  was  connected  being  about  |  inch  in  diameter. 
On  section  the  greater  part  of  this  mass  was  found  to  be 
decolourised  blood-clot,  which  was  difl&cult  to  distinguish  from 
the  wall  of  an  aneurism  which  occupied  its  centre  and  which 
appeared  to  be  about  ^  inch  in  diameter.  This  was  also 
completely  filled  with  blood-clot,  laminated  and  partly  old  and 
decolourised  and  partly  recent.  The  lower  lobe  contained  no 
cavities  except  the  small  one  already  mentioned. 

The  liver,  spleen,  and  kidneys  were  congested,  and  the  heart 
normal. 

The  association  of  aneurism  of  the  pulmonary  artery  with 
'  pneumothorax  is  very  rare.  So  opposed  does  the  one  condition 
appear  to  be  to  the  other  that  profuse  haemoptysis  has  been 
treated,  it  is  true  unsuccessfully,  by  the  artificial  production 
of  pneumothorax.  There  are  good  reasons,  I  think,  why  the 
association  of  these  two  affections  should  be  so  rare,  and  also 
why  the  method  of  treatment  proposed  should  be  almost  of 
necessity  useless. 

Aneurisms  of  the  pulmonary  artery  occur  almost  exclusively 
in  chronic  cavities  of  the  lung,  and  over  these  cavities  the 
pleura  is  almost  always  thickened  and  adherent,  the  fibroid 
thickening  is  opposed  to  rupture  of  the  cavity  into  the  pleura, 
I.  e.  to  the  development  of  pneumothorax,  and  the  adhesions 
are  an  additional  protection  against  it. 

These  very  same  causes  explain  why  the  artificial  production 
of  pneumothorax  should  be  ineffectual  in  controlling  haemo- 
ptysis. The  adhesions,  when  they  are  present,  prevent  the 
collapse  of  the  lung  if  left  to  itself  or  its  compression  if 
the  air  be  introduced  into  the  pleura  under  pressure.  The 
thickening  of  the  walls  of  the  cavity  further  prevent  spon- 
taneous collapse,  and  resist  to  a  great  extent  compression. 

There  is  a  theoretically  possible  case  in  which  compression 
might  check  bleeding,  but  I  do  not  know  how  such  a  case  is 
to  be  recognised  during  life,  and  the  chances  are  enormously 
against  success. 

In  the  only  case  in  which  I  know  of  this  treatment  having 
been  used  for  haemorrhage  it  failed,  as  I  believe  from  the 
nature  of  the  case  it  almost  invariably  will.  The  operation 
has  many  serious  risks  of  its  own,  both  at  the  time  and  after- 
wards, and  considering  the  unlikelihood  of  success  it  is  not 
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one  whicli  in  my  opinion  ought  to  be  ever  thought  of  unless 
in  the  most  exceptional  cases. 

Case  3. — Pneumothorax,  right  side  ;  three  months'  duration 
on  admission ;  sero-purulent  effusion ;  paracentesis  twice ; 
recovery  complete ;  patient  well  and  in  hard  work  three  years 
afterwards. — William  Gr.  P.,  get.  22,  labourer,  stated  that  up 
to  three  months  ago  he  had  been  strong  and  well,  that  he  had 
never  had  any  serious  illness,  and  that  he  was  not  subject  to 
cough.  His  father  died  of  drink,  but  his  mother  and  two 
sisters  were  alive  and  well.  Two  brothers  died  as  infants,  and 
there  was  no  history  of  weak  chest  in  the  family. 

Three  months  ago  he  got  wet,  felt  chilly,  and  had  pains  in 
the  loins,  and  while  in  bed  at  night  he  was  suddenly  seized 
with  severe  dyspnoea  and  fainted,  but  he  had  no  pain  in  the 
side.  The  dyspnoea  got  worse  and  was  followed  by  cough  and 
expectoration,  and  during  the  last  three  weeks  there  had  been 
slight  heemoptysis.  There  had  been  much  loss  of  flesh  and 
copious  night  sweating,  and  although  the  breathing  became 
better,  it  remained  short,  and  during  the  last  week  or  ten 
days  there  had  been  constant  pain  in  the  right  side. 

The  patient  was  admitted  on  May  5.  He  was  emaciated 
and  aneemic,  with  slight  cough,  and  shortness  of  breath  on 
exertion,  and  pain  in  the  right  side  increased  by  lying  on  that 
side.     The  urine  contained  a  trace  of  albumen. 

The  right  side  of  the  chest  was  distended  and  generally 
resonant.  The  heart  displaced  to  the  left,  the  apex-beat  being 
1^  inches  outside  the  nipple  line.  The  resonance  extended 
to  1  inch  opposite  the  fourth  rib  to  the  left  of  the  sternum, 
and  below  to  the  margin  of  the  ribs,  in  the  recumbent  position. 
The  liver  was  depressed,  and  reached  the  level  of  the  umbilicus 
on  the  right  side,  and  encroached  upon  the  area  of  stomach 
resonance  on  the  left.  On  auscultation  at  the  apex  breath- 
sounds  were  feebly  heard,  with  a  little  small  crepitation; 
elsewhere  no  breathing  sounds  were  audible,  and  the  vocal 
vibrations  and  vocal  resonance  were  absent.  Distinct  metallic 
succussion  and  bell-sound  were  obtained  all  over  the  right 
side.  The  level  of  the  fluid  on  sitting  up  rose  up  to  the  sixth 
rib  in  the  nipple  line,  and  on  lying  down  the  whole  front  of 
the  chest  became  resonant  down  to  the  costal  arch,  and  the 
line  of  fluid  was  just  reached  on  the  level  of  the  posterior 
axillary  line. 

There  was  no  change  of  importance  for  the  next  few  days 
except  a  gradual  increase  in  the  amount  of  fluid. 
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On  May  22  the  fluid  reached  the  middle  of  the  fourth 
space  in  the  erect  position. 

The  side  seemed  more  distended,  and  the  heart's  apex 
further  out.  Respiratory  movements  were  absent  except  at 
the  margin  of  the  lower  ribs,  where  they  were  due  to  the 
contraction  of  the  diaphragm.  The  superficial  veins  of  the 
right  side  of  the  thorax,  of  the  right  side  of  the  neck,  and  of 
the  right  arm,  were  distended.  Faint  amphoric  breathing  was 
present  over  the  apex,  back  and  front,  but  elsewhere  the 
breath-sounds  were  absent.  Succussion  very  distinct.  There 
was  no  manifest  dyspnoea  when  the  patient  lay  still. 

May  25. — Paracentesis  thoracis.     Pressure  estimated : 
Maximum  (expiratory)    33'6    cm.  (13j")  water. 
Minimum  (inspiratory)  17*25  cm.  (6|")        „ 
Respiratory  difference    16*25  cm.  (6*5")      „ 
Mean  pressure  =25       cm.  (10")       „ 

Air  was  now  allowed  to  escape  as  long  as  it  would,  but  no 
great  amount  passed.  On  analysis  it  contained  about  12  per 
cent.  CO^.  Forty-one  ounces  of  sero-purulent  fluid,  faintly 
alkaline,  with  thick  flakes,  were  removed,  sp.  gr.  1020.  It 
became  almost  solid  on  boiling. 

More  fluid  was  not  removed  because  the  patient  was  seized 
with  a  very  severe  fit  of  coughing  and  became  faint. 

The  heart  returned  nearly  3  inches  in  linear  measure- 
ment, and  after  paracentesis  the  apex-beat  was  in  the  nipple 
line. 

May  26. — No  pain.  Breath  feels  easier,  but  the  patient 
says  he  can  draw  more  air  into  the  lungs. 

May  29. — Apex  of  heart  a  little  further  out.  Dulness  at 
sixth  rib  on  lying  on  right  side,  and  up  to  fifth  in  erect  posi- 
tion. No  succussion  obtained.  Bell-sound  only  audible  pos- 
teriorly in  right  interscapular  space,  where  also  some  distant 
amphoric  breathing  is  heard. 

June  5. — No  cough.  No  expectoration.  No  pain.  Tongue 
clear.  Appetite  good.  Veins  on  front  of  chest  and  above 
clavicle  slightly  dilated  again  as  before  paracentesis.  Blood 
current  running  downwards  both  in  upper  and  lower  part  of 
right  side  of  chest,  and  in  axilla  the  veins  of  the  right  arm 
are  also  fuller  than  on  left,  so  that  there  is  probably  some 
obstruction  to  the  right  innominate  vein.  Dulness  reaches 
fourth  rib  in  nipple  line  on  sitting  up,  and  to  sixth  rib  when 
lying  on  back.  The  heart's  apex  is  in  the  nipple  line,  and 
succussion,  which  was  absent,  has  now  returned  slightly. 

June  15. — As  the  fluid  had  still  somewhat  increased  para- 


t)r.  West's  Gases  of  Pneumothorax.  235 

centesis  was  again  performed.  The  maximum  pressure  was 
8"  water,  with,  a  respiratory  variation  of  not  more  than  1^ 
inches.  No  air  escaped,  but  fluid  at  once.  Twenty-two 
ounces  of  sero-purulent  fluid  were  removed,  but  it  contained 
less  pus  than  before.  Patient  greatly  relieved.  No  change 
took  place  in  the  position  of  the  apex-beat,  but  the  cardiac 
dulness  became  less  towards  the  left  and  upwards. 

June  22. — No  trouble  of  any  kind  followed  operation. 
Improvement  in  every  respect.  Veins  still  dilated  somewhat, 
but  less  than  before  paracentesis.  No  succussion.  Amphoric 
breathing  and  bell-sound  only  audible  in  lower  part  of  right 
interscapular  space. 

June  29. — Apex  of  heart  is  now  almost  in  normal  position. 
On  sitting  up  percussion  is  impaired,  but  there  is  now  no 
dulness  at  the  base.  The  fifth  space  in  front  is  more  resonant 
than  the  part  above  and  below,  and  the  impairment  of  percus- 
sion reaches  the  third  rib.  Bell-sound  is  only  audible  in  the 
supraspinous  fossa  and  in  interscapular  space.  Succussion  is 
absent,  and  the  breath-sounds  hardly  differ  in  character  or 
amount  from  those  on  the  healthy  side.  The  lung  has  pro- 
bably to  a  great  extent  re-expanded,  especially  in  its  lower 
part,  and  the  fluid,  if  any,  is  only  in  very  small  amount,  pro- 
bably a  superficial  layer  only. 

July  19. — During  last  three  weeks  there  has  been  gradual 
improvement  and  gain  in  weight.  There  has  been  also  almost 
constant  slight  pain  in  the  side,  increased  by  breathing, 
showing,  with  the  other  physical  signs,  that  the  lung  has  pro- 
bably reached  the  costal  pleura. 

July  27. — The  whole  right  side  has  contracted  slightly,  the 
movements  are  free,  though  not  quite  equal  to  those  of  the  left 
side.  The  veins  of  arm,  neck,  and  chest  are  still  a  little 
dilated.  The  percussion  is  impaired  over  whole  side,  except 
at  apex  behind  and  in  front,  where  it  is  still  hyper-resonant, 
and  where  the  bell-sound  is  still  audible.  The  vocal  vibration, 
vocal  resonance,  and  breath-sounds  are  diminished  over  the 
area  mentioned,  but  elsewhere  they  are  slightly  increased. 
There  is  no  succussion  anywhere.  The  apex  of  the  heart  is 
only  half  an  inch  outside  its  normal  place.  The  pneumothorax 
appears  to  have  become  limited  to  the  area  at  the  apex, 
and  the  lung  elsewhere  seems  to  have  expanded  and  to  func- 
tionate again  normally.  The  weight  has  increased  a  stone 
within  the  last  month.  The  temperature  chart  is  continued 
to  May  27.  After  this  the  temperature  never  exceeded  99°, 
and  was  usually  normal. 
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August  24. — The  following  note  of  the  chest  was  taken  : 

The  whole  right  side  is  somewhat  flattened,  and  the  move- 
ments slightly  retracted,  but  though  less  than  on  left  side  are 
still  pretty  free.  The  percussion  is  impaired  over  the  whole 
side,  most  at  the  apex  front  and  behind,  but  nowhere  is  the 
note  absolutely  dull.  The  sound,  situation,  and  resonance  are 
slightly  increased,  the  breath-sounds  good,  though  slightly 
less  air  seems  to  enter  the  right  lung.  Expiration  is  not 
audible,  and  inspiration  is  slightly  rougher  than  on  the  left 
side,  but  otherwise  not  abnormal.  The  apex  of  the  heart  is 
in  its  normal  place.  The  superficial  veins  are  in  the  condition 
previously  described. 

The  patient  has  gained  greatly  in  flesh  and  strength,  is 
free  from  pain,  and  says  that  his  breath  is  ^not  short,  even 
when  he  goes  up  and  down  stairs  quickly. 

He  was  discharged  from  the  hospital.  He  has  been  once 
or  twice  since,  and  has  remained  in  good  health. 

January  2,  1886  (2|  years). — The  patient  came  at  my 
request  to  see  me  again,  almost  exactly  three  years  after  the 
attack  of  pneumothorax.  He  was  in  excellent  health,  and  in 
active  work,  and  suffered  in  no  way  whatever  from  his  chest. 
He  had  no  cough  or  shortness  of  breath,  had  never  spat  any 
blood,  and  was  equal  to  all  his  work.  This  was  by  no  means 
light — that  of  a  dock  store  man,  in  the  course  of  which  he  had 
to  carry  bales  of  cinnamon  or  spice,  often  of  one  or  two 
hundredweight.  This  he  had  done  ever  since  his  recovery, 
and  had  never  been  obliged  to  take  sick  leave. 

The  right  side  of  the  chest  was  a  little  flattened,  especially 
at  the  upper  part  in  front,  but  the  movements  were  as  good  as 
on  the  other  side.  The  vocal  vibrations  and  resonance  and 
the  breath-sounds  were  all  in  slight  excess,  but  the  difference 
was  so  far  from  striking  that  an  excellent  observer,  after 
examination,  came  to  the  conclusion  that  it  must  have  been 
the  left  side  and  not  the  right  which  had  been  the  seat  of 
pneumothorax.  The  veins  over  the  front  of  the  chest  were 
still  much  dilated,  but  those  on  the  right  arm  not  larger  than 
those  of  the  left.  This  venous  dilatation  and  the  little 
flattening  and  diminished  excursion  of  the  side  referred  to  were 
the  only  signs  left  of  the  old  trouble,  and  recovery  may  be  said 
to  have  been  complete. 

Remarhs. — The  interest  of  the  case  consists  first  in 
the  question  of  the  cause  of  the  attack,  next  in  the  nature 
of  the  effusion,  and  lastly  in  the  perfect  recovery  of-  the 
patient. 
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As  to  the  cause.  The  pneumothorax  occurred  in  a  patient 
whO;  according  to  his  own  statement,  had  been  in  robust 
health  until  the  attack.  He  was  in  bed  when  it  seized  him, 
so  that  there  is  no  sudden  change  or  effort  to  cause  it, 
and  this  case  might  be  regarded,  therefore,  as  an  instance  of 
pneumothorax  occurring  in  a  healthy  lung.  But  inasmuch  as 
phthisis  is  the  cause  of  pneumothorax  in  at  least  90  per  cent, 
of  all  cases,  and  as  it  may  occur  where  the  lung  change  is  very 
slight,  the  chances  are  in  favour  of  phthisis  being  the  cause  in 
this  case  too. 

The  patient  got  over  the  initial  attack,  and  what  brought 
him  to  the  hospital  was  doubtless  the  further  symptoms  pro- 
duced by  the  accumulation  of  fluid  in  the  side.  That  this  was 
so,  the  high  pleural  pressures  registered  by  the  manometer 
conclusively  shows — IS^  in.  on  inspiration  and  6|  on  expira- 
tion. In  dealing  with  pleural  pressures  we  must  consider  the 
pressure  on  inspiration  and  that  on  expiration  apart.  Whether 
the  communication  with  the  lung  be  open  or  valvular  air 
can  only  enter  as  long  as  the  atmospheric  pressure  is  greater 
on  inspiration  than  that  in  the  pleura.  In  simple  pneumo- 
thorax the  inspiratory  pleural  pressure  cannot  be  positive. 
The  pressure  on  expiration  will  vary  with  the  amount  of 
expiratory  force  exerted,  and  with  the  patency  or  non-patency 
of  the  perforation. 

As  soon  as  fluid  is  effused  the  inspiratory  pressure  will  rise, 
unless  the  opening  into  the  lung  remain  patent.  Hence  posi- 
tive inspiratory  pressure  is  evidence  that  fluid  is  present  in 
the  pleura,  and,  if  it  be  high,  that  the  opening  into  the  lung  is 
firmly  closed. 

The  theory  that  the  displacement  of  organs  in  ordinary 
pneumothorax  is  due  to  high  pleural  pressure  on  the  affected 
side  has  been  completely  disproved  by  Dr.  Douglas  Powell. 
That  the  aperture  into  the  lung  was  closed  is  further  confirmed 
by  the  composition  of  the  gas,  and  by  the  way  in  which  the 
organs  returned  to  their  normal  places  when  the  pressure  was 
removed. 

The  air  in  the  pleura  was  rich  in  CO^,  about  12  per 
cent.  According  to  Ewald's  observations  the  communication 
with  the  lung  is  probably  closed  when  the  percentage  is  above 
5.  The  air  when  retained  in  the  pleura  loses  the  greater  part 
if  not  the  whole  of  its  oxygen,  and  CO^  takes  the  place  of  the 
oxygen  absorbed,  the  nitrogen  remaining  constant. 

The  character  of  the  fluid  withdrawn  is  interesting.  It 
was   sero-purulent  on  the   first   paracentesis,  but  contained 
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markedly  less  pus  on  the  second.  Purulent  or  sero-purulent 
effusions  are  usually  regarded  as  of  bad  omen  in  pneumo- 
thorax, but  this  case  is  an  illustration  of  what  is  occasionally 
observed,  that  recovery  may  occur  even  when  the  fluid  con- 
tains pus. 

On  the  second  paracentesis  no  air  could  be  withdrawn, 
although  the  upper  part  of  the  side  continued  hyper-resonant, 
and  seemed  to  contain  air  in  the  pleura  then.  This  was  pro- 
bably so,  for  succussion,  which  disappeared  for  a  time  after 
the  first  paracentesis,  returned  again,  though  the  same  hyper- 
resonance  is  met  with  of  course  in  a  relaxed  lung  floating  on 
fluid,  but  the  absence  of  breath-sounds  goes  to  discredit  this 
explanation  in  the  present  case. 

The  physical  signs  seemed  to  show  that  the  lung  expanded 
rapidly  though  irregularly,  and  adhesions  probably  formed 
very  quickly,  so  that  the  air  became  enclosed  in  the  upper 
part  only.  The  pathology  of  the  re-expansion  of  the  lung  in 
pneumothorax  and  pleurisy  is  not  quite  clear,  but  the  usual 
explanation  seems  the  most  probable,  that  it  is  brought  about 
by  the  formation  of  adhesions  at  the  edge  where  the  lung 
reaches  the  ribs.  These  contract  and  pull  the  lung  out  after 
them.  This  process,  creeping  slowly  over  the  whole  side,  ulti- 
mately expands  the  whole  lung.  Though  this  is  the  correct 
account  probably  of  cases  which  heal  after  pleuritic  effusion, 
as  in  the  present  instance,  it  cannot  explain,  I  think,  those 
cases,  rare,  it  is  true,  in  which  recovery  is  rapid  after  pneu- 
mothorax without  any  pleurisy  at  all.  Here  it  must  be  due  to 
the  reabsorption  of  the  air  by  the  blood.  The  rapidity  with 
which  this  sometimes  happens  is  extraordinary,  considering 
the  insolubility  of  nitrogen,  but  it  has  been  frequently 
observed  in  the  artificial  production  of  pneumothorax  in 
animals. 

The  dilatation  of  the  veins  of  the  chest  and  arm,  which  was 
striking  in  this  case,  was  first  recorded,  I  believe,  by  Louis, 
and  has  been  frequently  observed  since. 

The  prognosis  in  pneumothorax  varies  according  to  the 
time  which  has  elapsed  since  its  occurrence ;  90  per  cent,  of 
all  cases  die  within  a  month ;  of  the  remaining  10  per  cent, 
at  least  one  half  appear  to  die  before  the  end  of  the  third 
month,  and  of  the  5  per  cent,  remaining  many  linger  for  but 
a  short  time  longer.  Complete  recovery  after  pneumothorax 
is  rare.  It  may  occur  very  rapidly  by  the  simple  absorption 
of  the  air,  no  effusion  having  taken  place  into  the  pleura.  I 
have  recorded  such  a  case  in  vol.  xvii  of  the  Clinical  Society's 
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Transactions,  and  I  have  tabulated  all  the  cases  I  was  then 
able  to  trace.  This  number  was  only  twenty-four  at  the  time 
of  writing  that  paper.  As  the  patient,  the  subject  of  that  paper, 
had  had  haemoptysis  there  was  every  reason  to  believe  that  he 
was  phthisical,  but  he  has  continued  in  good  health,  and  has 
been  seen  by  me  lately  more  than  three  years  since  his  attack. 
When  recovery  occurs  after  pneumothorax  it  is  usually  by 
the  gradual  conversion  of  the  case  into  one  of  pleuritic  effusion. 
In  this  respect  the  present  case  is  also  interesting,  for  the 
effusion  was  sero-purulent,  containing  with  the  serum  a  con- 
siderable admixture  of  pus,  but  in  spite  of  that  the  course  was 
uninterruptedly  good.  Many  cases  of  recovery  of  this  kind 
are  recorded,  but  it  is  usually  imperfect.  Complete  recovery 
is  rare  after  effusion,  even  when  it  is  serous  only,  and  much 
rarer  still  when  it  is,  as  in  this  case,  purulent. 
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XXXYIII. — A  Case  of  Lithotrity  at  a  single  sitting  in 
a  boy  ten  years  old.  By  W.  J.  Walsham.  Bead 
April  9,  1886. 

GEORGE  L.,  a  pale,  delicate-looking  boy,  set.  10,  was 
admitted  into  St.  Bartholomew's  Hospital  in  July,  1884, 
under  the  care  of  Mr.  Willett,  who,  as  he  was  about  leaving 
for  his  autumn  holiday,  kindly  transferred  the  patient  to  me. 
The  boy  had  well-marked  symptoms  of  stone  in  the  bladder, 
and  on  sounding  him  a  small  one  was  detected,  which  I  removed 
by  the  ordinary  operation  of  lateral  lithotomy  in  August,  1884. 
It  consisted  chiefly  of  uric  acid  and  measured  about  ^  inch  in 
its  long,  and  |  inch  in  its  transverse  diameter,  and  had  some- 
what the  shape  of  a  cylinder  with  ovoid  ends,  giving  the 
impression  that  it  might  have  been  formed  on  a  nucleus 
impacted  in  the  ureter.  The  boy  made  an  excellent  and  fairly 
rapid  recovery.  The  wound  healed  on  the  eighteenth  day, 
and  he  was  allowed  to  get  up  on  the  twenty-third,  having  been 
kept  in  bed  slightly  longer  than  usual  on  account  of  a  rise  of 
temperature  about  the  end  of  the  second  week.  But  with  this 
exception,  and  that  for  two  or  three  days  whilst  his  temperature 
was  up  he  did  not  take  his  food  well,  he  had  no  bad  symptom, 
and  was  discharged  in  good  health,  and  without  any  sign  of 
stone,  on  August  31. 

In  November,  1884,  however,  he  was  readmitted  with  a 
return  of  his  former  symptoms,  though  on  carefully  sounding 
no  calculus  could  be  detected.  But  as  his  prepuce  was  long 
and  the  preputial  orifice  narrow  he  was  circumcised  and  left 
the  hospital  after  some  weeks,  all  signs  of  stone  having  disap- 
peared. He  remained  well  throughout  January,  but  early  in 
February  returned  to  the  hospital,  the  symptoms  of  stone 
having  suddenly  again  come  on.  This  time,  on  sounding  him, 
a  very  small  stone  was  felt.  The  urine  was  now  slightly 
cloudy,  acid  in  reaction,  of  a  specific  gravity  of  1012,  and 
contained  a  trace  of  albumen,  oxalates  and  pus. 

On  February  26,  under  chloroform,  I  crushed  and  removed 
the  stone  at  one  sitting.  A  medium-sized  lithotrite  passed 
easily  after  the  meatus  had  been  incised,  and  the  stone  was 
readily  seized,  crushed,  and  removed  by  a  large-sized  No.  12 
evacuating  catheter,  which  was  introduced  with  ease.     The 
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operation  presented  no  difficulty  and  was  performed  in  every 
respect  as  easily  as  in  the  adult.  On  recovering  from  the 
chloroform,  the  boy  complained  that  the  incision  in  the  meatus 
felt  sore  on  passing  his  water,  but  otherwise  declared  himself 
to  feel  quite  well. 

On  the  27th,  the  morning  after  the  operation,  the  note 
states  : — "  The  boy  says  he  feels  quite  well  and  comfortable, 
has  no  pain  anywhere,  not  even  on  passing  his  water,  and 
wishes  to  get  up.  He  has  had  neither  chill  nor  rigor.  Has 
slept  well  during  the  night,  tongue  clean,  temperature  normal, 
urine  healthy."  For  precaution's  sake  he  was  kept  in  bed  for  a 
few  days,  but  he  had  no  bad  symptom  of  any  kind  from  the 
hour  of  the  operation,  and  was  discharged  within  the  week. 
He  was  sounded  on  leaving  the  hospital,  but  no  trace  of  a 
calculus  could  be  felt.  The  fragments  removed  at  the  operation 
consisted  principally  of  oxalate  of  lime,  and  weighed  about  15 
grains. 

Remarks. — Although  in  this  boy  both  the  cutting  and  the 
crushing  operation  were  successful  a  comparison  of  the  results 
of  the  two  were  most  striking.     It  is  true  that  after  the  cutting 
operation  he  had  no  bad  symptom,  but  he  had  to  remain  in 
bed  for  over  three  weeks,  and  for  the  first  few  days  necessarily 
suffered  some  inconvenience  from  the  passage  of  urine  through 
the  wound,  whereas  after  Bigelow's  operation,  although  I  kept 
him  in  bed  for  three  days,  he  was  practically  convalescent  on 
the  following  morning.     Lithotrity  at   one   sitting  in   boys 
appears  to  have  attracted  but  little  attention  in  this  country. 
In  India,  however,  it  has  been  successfully  performed  in  a 
considerable  number  of  cases,  and  would  seem  to  be  there  fast 
becoming  the  usual  operation  for  stone  in  children.     Lateral 
lithotomy,  when  carefully  performed  on  patients  under  puberty, 
is,  as  is  recognised  by  all,  a  most  successful  operation  and 
compares  very  favorably  with  lithotrity  in  children  as  formerly 
performed.     Indeed  it  is  thought  by  some  surgeons  that  a  more 
successful  operation  could  hardly  be  desired.     Thus  in  compa- 
ring lithotomy  and  lithotrity  Mr.  Erichsen  says  in  the  last 
edition  of  his  Surgery  :  "Lithotomy  is  so  successful  an  operation 
in  children  that  the  surgeon  would  gain  nothing  by  substituting 
lithotrity  for  it."  But  although  lateral  lithotomy  is  so  successful 
it  is,  as  all  are  aware,  attended  with  many  risks,  and  even 
the   best  surgeons  have  met  with  untoward  accidents  in  its 
performance.     It  has  always  been  open  to  the  objection,  more- 
over, that  one  of  the  common  ejaculatory  ducts  is  cut  across, 
and  the  other  may  be  injured  in  extracting  the  stone.  The  chief 
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objections  that  have  been  raised  to  lithotrity  in  children  are, 
to  quote  the  words  of  an  eminent  Indian  lithotomist,  ''that 
the  genito-urinary  organs  are  undeveloped,  the  bladder  small, 
the  urethra  narrow,  and  the  mucous  membrane  of  both 
extremely  sensitive  and  liable  to  laceration."  That  the  genito- 
urinary organs  are  undeveloped,  and  that  the  bladder  and 
urethra  are  smaller  than  in  adults,  are  of  course  facts,  but  I 
question  if  they  are  really  objections  to  lithotrity.  The 
undeveloped  condition  of  the  genito-urinary  organs,  by  which 
I  presume  is  meant,  as  concerns  lithotrity,  the  undeveloped 
condition  of  the  prostate,  I  should  regard  as  a  positive 
advantage,  for  we  all  know  that  one  of  the  chief  difficulties 
with  which  we  have  to  contend  in  lithotrity  in  the  adult  is  an 
enlargement  of  this  organ ;  nor  am  I  sure  that  a  small  bladder, 
of  course  within  limits,  is  a  very  serious  objection,  many 
lithotritists.  Sir  Henry  Thompson  among  the  number,  prefer- 
ring to  work  with  the  bladder  containing  only  two  or  three 
ounces  of  urine,  and  few  bladders,  I  believe,  will  be  met  with 
even  in  quite  young  children  that  will  not  hold  at  least  this 
amount.  But  even  granting  that  the  bladder  is  smaller  than 
could  be  desired,  we  have  to  bear  in  mind  that  it  is  more  likely 
to  be  in  a  healthy  condition  than  in  adults,  and  that  if  a  little 
more  injury  is  done  to  the  mucous  membrane  the  power  of 
repair  are  all  in  favour  of  the  child.  With  regard  to  the 
narrowness  of  the  urethra  I  had  not  the  least  difficulty  in 
passing  a  No.  12  evacuating  catheter  after  the  meatus  had 
been  incised,  and  I  could,  I  believe,  had  it  been  necessary,  have 
passed  even  a  larger  than  this  without  doing  any  damage  to  the 
parts.  The  urethra  in  children,  as  in  adults,  varies  in  size,  but 
on  an  average  it  has  been  found  by  Surgeon-Major  Keegan 
that  the  urethra  of  boys  between  four  and  six  years  of  age 
will  admit  the  passage  of  a  No.  7  or  No.  8  evacuating  catheter, 
and  the  urethra  of  a  boy  between  eight  and  ten  a  No.  9  to 
No.  ]  2,  results  with  which  from  some  experiments  I  have  made 
on  the  size  of  the  urethra  in  children  I  entirely  agree.  He 
has  found,  moreover,  that  with  instruments  of  this  size  it  is 
quite  feasible  to  crush  and  remove  a  hard  mulberry  calculus 
weighing  between  200  and  300  grains  in  a  little  over  an  hour. 
As  to  the  last  objection,  that  the  mucous  membrane  of  the 
bladder  and  urethra  in  children  is  extremely  sensitive  and 
liable  to  laceration, — Is  this  a  fact  ?  As  far  as  I  know,  boys 
when  they  have  once  got  over  the  timidness  of  having  a  sound 
passed,  experience  no  more  pain  or  irritation  from  its  passage 
than  an  adult.     Indeed  my  impression  is  that  they  experience 
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mucli  less.  And  as  to  its  extreme  liability  to  laceration  Dr. 
Keegan  goes  so  far  as  to  pronounce  this  dictum  as  one  of  the 
time-cherished  delusions  in  surgery  which,  like  other  delusions, 
must  in  the  end  give  way  to  practical  experience.  But  whether 
or  not  the  parts  are  more  lacerable  than  in  adults  such  lacera- 
tion, if  it  occurs,  does  not,  judging  from  the  success  attending 
Dr.  Keegan's  42  cases  of  lithotrity  in  boys,  appear  to  do  any 
serious  harm  or  militate  against  the  operation. 

In  his  paper  in  the  Indian  Medical  Gazette  from  which  I  have 
just  quoted  Dr.  Keegan  tabulates  the  results  of  his  42  cases.  In 
all  but  one  of  these  the  stone  was  removed  at  a  single  sitting, 
and  all  but  this  one  were  successful.  All  the  boys  were  under 
twelve  years  of  age,  twenty  were  under  six,  the  youngest  was 
but  one  year  and  nine  months.  The  smallest  stone  weighed  5 
grains  from  a  boy  of  eleven,  the  largest  weighed  236  grains 
from  a  boy  of  seven,  and  consisted  of  oxalate  of  lime.  The 
average  stay  in  the  hospital  was  only  eight  days,  the  shortest 
two  days,  the  longest  twenty-five  days.  In  the  fatal  case  the 
stone  had  formed  on  a  piece  of  wood  accidentally  introduced 
into  the  bladder,  a  fact  of  which  Dr.  Keegan  was  not  aware, 
or  he  would  have  done  lithotomy.  Three  separate  crushings 
were  performed  and  the  boy  died  exhausted.  Since  I  crushed 
the  stone  in  the  boy  the  subject  of  this  communication,  in 
1885,  I  have  only  had  one  case  of  stone  in  a  child  under  my 
care,  and  here  I  cut,  as  I  had  not  then  read  Dr.  Keegan's  paper, 
and  considered  three  years  too  tender  an  age  for  lithotrity. 
With  the  experience  of  Dr.  Keegan  and  other  Indian  surgeons 
before  us  it  seems  to  me  a  question  whether  the  time  has  not 
arrived  for  us  at  least  to  modify  the  generally  accepted  surgical 
axiom  that  lithotomy  ought,  as  a  rule,  to  be  performed  in 
boys  under  puberty ;  if  not  to  substitute  another  for  it,  viz. 
that  lithotrity  at  one  sitting  in  boys,  as  in  adults,  should  for 
all  small  and  moderate-sized  stones,  other  things  being  equal, 
be  our  rule  of  practice  and  lithotomy  the  exception. 
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XXXIX. — A  Case  Illustrating  the  Diagnosis  of  Inter- 
stitial or  Subpleural  Laceration  of  the  Lung.  By 
T.  Holmes.     Bead  April  30,  1886. 

THE  patient,  Minnie  P.,  was  admitted  into  St.  George's 
Hospital  on  the  evening  of  October  5,  1885.  She  was 
said  to  be  fourteen  years  old,  but  looked  older.  She  had 
fallen  from  the  box  of  a  cab  and  was  rather  severely  bruised 
on  the  right  breast,  but  there  was  no  evidence  of  fracture  of 
the  ribs  and  no  other  visible  injury.  Before  the  accident  she 
had  been  in  perfect  health. 

On  admission  she  was  found  to  be  suffering  from  consider- 
able dyspnoea,  with  dilated  nostrils,  congested  face,  rapid 
noisy  breathing,  and  occasional  expectoration  of  bright  blood, 
slightly  aerated,  in  small  quantities.  Nothing  abnormal  could 
be  found  in  the  mouth.  There  was  no  bleeding  from  the  nose 
or  ears.  Both  sides  of  the  chest  were  resonant  to  percussion. 
The  breath-  sounds  were  entirely  deficient  on  the  right  side,  as 
well  as  I  could  make  out,  for  the  noisy  breathing  somewhat 
impeded  exact  auscultation.  On  the  other  side  they  were 
natural.  The  right  side  of  the  chest  did  not  move  in  respira- 
tion. The  breathing  was  34  per  minute.  Pulse  130.  No 
whistling  sound  was  to  be  heard  in  the  course  of  the  right 
bronchus.* 

During  the  next  two  hours  the  haemoptysis  continued  in 
small  quantities,  accompanied  by  noisy  spasmodic  attacks  of 
coughing,  and  increase  of  dyspnoea,  with  restlessness  and 
throwing  the  arms  about.  One  of  these  attacks  was  so  severe, 
and  she  became  so  black  in  the  face,  that  the  house  surgeon, 
Mr.  Davis,  began  to  contemplate  tracheotomy,  but  the  attack 
was  relieved  by  copious  vomiting  of  food  mixed  with  blood. 
Meanwhile  I  had  been  sent  for  to  see  the  girl. 

The  diagnosis  seemed  obscure.  There  was  a  history  that 
she  had  had  a  piece  of  biscuit  in  her  mouth  at  the  time  of  the 
accident,  and  the  total,  or  almost  total,  absence  of  air  from  the 
right  lung  seemed  to  suggest  the  probability  of  this  or  some 
other  foreign  body  being  impacted  in  the  bronchus.  The 
possibility  of  there  being  some  rupture  of  the  lung  was  also 

*  I  may  remark  that  in  a  case  lately  under  my  care,  in  which  a  piece  of  apple 
had  lodged  in  the  bronchus,  the  whistling  sound  caused  by  its  presence  testified 
unmistakably  to  its  position.     It  was  spontaneously  expelled  in  course  of  time. 
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discussed,  but  the  physical  signs  usually  attributed  to  such  a 
lesion  were  entirely  absent.  I  decided  to  put  her  fully  under 
the  influence  of  chloroform,  in  order  to  get  the  respiration  as 
quiet  as  possible  and  to  facilitate  exploration,  being  prepared 
to  open  the  trachea  and  search  for  a  foreign  body,  if  there 
should  be  found  any  indication  for  such  an  operation.  This, 
however,  did  not  prove  to  be  the  case.  Chloroform  quieted 
the  breathing  to  a  considerable  extent,  but  I  was  still  unable 
to  detect  any  entrance  of  air  into  the  lung,  though  some  of 
those  present  believed  that  a  slight  sound  was  perceptible  in 
some  of  the  larger  tubes  near  the  apex.  Certainly  there  was 
no  vesicular  murmur  nor  any  perceptible  movement  of  the  right 
chest.  The  upper  intercostal  spaces  on  the  left  were  retracted 
during  inspiration.  Nothing  could  be  made  out  by  examina- 
tion of  the  larynx.  Copious  vomiting  again  occurred,  and  in 
the  vomit  some  pieces  of  undigested  biscuit  were  seen. 

It  was  felt  that  it  would  be  quite  unjustifiable  to  open  the 
trachea,  since  the  patient  did  not  appear  in  any  imminent 
danger,  and  even  if  a  piece  of  biscuit  had  got  lodged  it  would 
probably  become  disintegrated  and  change  its  position  if  the 
girl  could  be  kept  alive.  I  therefore  directed  that  she  should 
be  watched  and  chloroform  be  again  administered  if  the  spas- 
modic dyspnoea  recurred,  and  that  only  in  case  of  evident 
necessity  should  tracheotomy  be  performed.  She  passed, 
however,  a  pretty  quiet  night,  had  only  slight  haemoptysis,  and 
vomited  again  a  clear  brownish  fluid. 

Next  day  she  was  better ;  there  was  more  air  entering  the 
right  lung,  and  about  two  inches  below  the  angle  of  the  right 
scapula  amphoric  breathing  could  be  heard.  This  was  more 
extensive  in  the  evening  and  could  be  heard  all  over  the  base 
of  the  lung.  No  vesicular  murmur  was  audible,  and  the 
breathing  in  the  subclavicular  and  mammary  regions  was  de- 
ficient. On  the  opposite  side  the  breathing  was  natural,  and 
there  was  no  longer  any  retraction  of  the  intercostal  spaces. 
The  pulse  was  134,  respiration  56.  The  temperature  was  a 
little  below  the  normal,  and  so  continued  as  long  as  it  was 
taken,  i.  e.  over  a  week. 

October  7. — A  slight  emphysematous  crackling  was  dis- 
tinctly perceived  over  the  inner  third  of  the  right  clavicle. 
The  sputa  were  increased  in  quantity,  tinged  with  blood,  and 
containing  a  few  small  blood-clots.     Pulse  120,  respiration  48. 

October  8. — There  is  now  certainly  hyper-resonance  on 
the  right  side  posteriorly.  Other  signs  much  as  before. 
Pulse  108^  respiration  40* 
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During  the  next  few  days  tlie  area  of  amphoric  breathing 
extended,  and  a  very  distinct  metallic  tinkling  was  heard 
occasionally,  as  from  the  dropping  of  fluid  into  a  cavity  filled 
with  air,  but  no  succussion  was  made  out.  There  was  no  evi- 
dence of  fluid  in  the  pleura.  On  the  12th  the  pulse  had  fallen 
to  98  and  the  respiration  to  32. 

Her  convalescence  proceeded  uninterruptedly,  and  on  the 
18th  she  was  able  to  leave  her  bed.  On  the  27tli  it  is  noted 
that  the  metallic  tinkling  could  no  longer  be  heard,  but  that 
there  was  still  some  hyper-resonance,  and  the  voice-sounds  were 
amphoric.  Vesicular  breathing  was  just  audible  over  the 
greater  part  of  the  back  of  the  lung.  At  a  point  an  inch 
above  the  nipple  a  faint  bubble  could  be  heard  at  the  end  of 
each  expiration,  very  regular,  and  sounding  like  the  closing  of 
a  valve. 

On  November  9  she  was  sent  to  our  country  branch-hospital 
for  a  time.  There  was  then  more  breathing  in  the  right  lung, 
and  the  vocal  resonance  behind  had  lost  its  amphoric  character, 
though  it  was  still  exaggerated.  There  was  no  perceptible 
difference  in  the  movement  of  the  two  sides  of  the  chest. 

She  was  last  seen  on  November  30.  The  breath-sounds 
were  then  equal  on  both  sides,  but  there  was  prolonged  and 
loud  expiration  on  the  right,  and  the  vocal  resonance  was 
somewhat  increased.  Behind  there  was  dulness  on  percussion 
from  the  angle  of  the  scapula  to  the  base,  extending  to  the 
posterior  axillary  line,  and  here  the  breath-sounds  were  inau- 
dible. The  vocal  resonance  here  was  perhaps  slightly  in- 
creased, no  amphoric  sounds,  no  dyspnoea. 

RemarTcs. — The  diagnosis  in  this  case,  though  very  obscure 
at  first,  was,  I  think,  ultimately  established,  as  being  an 
example  of  interstitial  rupture  of  the  lung,  i.  e.  a  laceration  of 
the  pulmonary  tissue  not  involving  the  pleura.  Such  lacera- 
tions do  occur.  They  are  spoken  of  by  Gosselin  in  his  original 
article  on  rupture  of  the  lung  in  the  Memoires  de  la  Societe 
de  Ghirurgie  de  Paris,  and  the  symptoms  are  clearly  described 
by  Nelaton  in  the  following  words  :  ''  In  other  cases  only  the 
pulmonary  vesicles  are  torn,  the  pleura  remaining  intact,  and 
then  an  extravasation  of  blood  and  air  may  take  place  in  the 
solution  of  continuity  which  exists  in  the  pulmonary  tissue, 
and  if  this  laceration  is  not  far  from  the  root  of  the  bronchus, 
the  air  may  filter  into  the  mediastinum,  reach  the  neck,  and 
give  rise  to  subcutaneous  emphysema."  I  would  remark  here 
that  a  limited  but  distinct  emphysema  was  noticed  in  this  case 
on  the  third  day  after  the  injury.     After  describing  the  sym- 
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ptoms  common  to  all  lacerations  of  tlie  lung,  Nelaton  thus 
sums  up  those  proper  to  the  interstitial  or  subpleural  form  : 
"  When  the  pulmonary  pleura  has  not  been  injured,  the  signs 
observed  are  those  of  a  cavity.  Thus  the  ear,  applied  to  the 
chest,  will  perceive  a  gurgling,  and  will  hear  vocal  resonance, 
and  lastly,  in  some  cases,  metallic  tinkling  "  {Path.  Chir.,  vol. 
iii,  pp.  494—5).  Nelaton^s  description  has  been  followed  by 
most  subsequent  writers,  but  the  account  of  the  lesion  in  some 
of  our  best  text-books  is  rather  defective.  In  my  own  work  on 
the  Principles  and  Practice  of  Surgery,  p.  206  (4th  ed.)  I 
express  a  doubt  whether  the  injury  could  be  diagnosed  in 
cases  where  the  visceral  pleura  is  not  ruptured,  and  the  pre- 
sent case  is  the  only  one  I  have  seen  in  a  long  hospital  expe- 
rience in  which  the  diagnosis  was  made,  and  even  here  it  was 
entirely  obscure  at  first.*  This  fact  alone  would  perhaps 
render  the  case  worth  a  record ;  but  there  is  another  feature 
in  it  of  peculiar  interest,  viz.  the  entire  inaction  of  the  injured 
lung,  which  at  first  still  further  obscured  the  diagnosis,  and 
in  connection  with  the  history  made  us  for  a  moment  suspect 
that  a  portion  of  the  biscuit  she  had  in  her  mouth  at  the  time 
might  have  got  fixed  in  the  bronchus,  though  on  this  hypo- 
thesis it  was  difl&cult  to  account  for  the  copious  hgemoptysis. 
Another  feature  of  the  case  which  puzzled  me  at  first  was  that 
there  was  no,  or  only  very  slight,  frothiness  of  the  expecto- 
rated blood, t  but  this  I  presume  depended  on  the  suspension 
of  the  respiration. 

I  have  not  found  any  other  case  recorded  in  which  absence 
of  respiration  in  the  ruptured  lung  has  been  dwelt  on  as  a 
symptom  of  the  lesion.  It  is  difl&cult  to  see  how  this  could 
occur  as  a  reflex,  or  vital,  phenomenon.  I  should  think  it 
more  probable  that  the  rupture,  being  of  considerable  extent 
and  near  the  root  of  the  lung,  a  sufl&cient  amount  of  blood 
was  extravasated  into  the  great  bronchial  tubes  to  obstruct  the 
entrance  of  air.  The  fact  at  any  rate  ought  to  be  borne  in 
mind  in  the  diagnosis  of  subpleural  laceration  of  the  lung. 

By  reference  to  Gosselin's  original  memoir  it  will  be  seen 
that  he  diagnosed  a  subpleural  rupture  of  the  lung  in  the  first 
of  his  recorded  cases,  but  the  diagnosis  has  not  been  universally 

*  The  obscurity  of  this  case  contrasted  remarkably  with  the  unmistakeable 
signs  of  the  injury  in  a  case  of  free  laceration  of  the  lung  into  the  pleural  cavity 
(also  without  fracture  of  the  ribs)  which  had  been  under  my  care  a  few  days 
before. 

t  The  notes  given  above  (which  were  taken  by  the  house  surgeon,  Mr.  Davis) 
speak  of  the  blood  which  was  expectorated  at  first  as  "  slightly  aerated."  In  the 
specimens  which  I  saw,  however,  no  air  was  present. 
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accepted.  The  present  case  may  serve  to  confirm  it.  I 
cannot  find  out  to  what  case  or  cases  Nelaton  was  referring 
when  he  says  that  this  injury  may  occasion  subcutaneous 
emphysema  at  the  root  of  the  neck,  but  this  history  is  an 
interesting  confirmation  of  the  statement.  Another  recorded 
instance  of  subpleural  laceration,  verified  by  post-mortem  exa- 
mination, will  be  found  in  the  Lancet,  1873,  vol  i,  p.  767.  In  this 
case  both  lungs  were  ruptured.  The  rupture  on  the  right  side 
involved  the  pleura.  On  the  left  side  "  the  air  vesicles  in  the 
upper  third  of  the  lung  were  ruptured  and  formed  into  cavities 
as  large  as  a  hazel  nut,"  and  the  lung  was  emphysematous  in  a 
marked  degree.  The  man  survived  ten  days.  The  auscultatory 
sounds  were  chiefly  loud  bronchial  rales  on  both  sides,  and  it 
is  expressly  stated  that  both  lungs  were  permeable  in  their 
whole  extent  when  he  was  first  seen.  In  the  museum  of  St. 
George's  Hospital  (No.  3684)  is  a  specimen  of  "rupture of  the 
right  lung  without  laceration  of  the  pleura."  "  Beneath  the 
pleura,  in  various  situations,  are  several  large  buUee,  which  in 
the  fresh  state  were  filled  with  air  and  fluid  blood.  The  outer 
walls  of  the  bullae  are  formed  by  the  pleura,  the  inner  by  a 
thin  layer  of  consolidated  lung-tissue."  The  accident  was  a 
severe  fall,  in  which  the  liver  and  spleen  were  ruptured 
and  one  rib  on  the  left  side  fractured  and  driven  into  the 
lung.  The  man  only  survived  a  few  hours,  and  no  ausculta- 
tion is  recorded. 

In  the  case  to  which  I  have  alluded  above  as  having  been 
admitted  into  the  hospital  only  a  few  days  before  the  one 
whose  history  is  here  recorded,  both  lungs  were  ruptured,  and 
there  were  four  ribs  fractured  on  the  side  on  which  the  injury 
was  least  extensive,  but  this  fracture  seemed  not  to  have 
penetrated  the  lung.  The  child  died  a  few  hours  after  admis- 
sion, and  I  did  not  make  any  physical  examination  of  the 
thorax,  but  the  nature  of  the  injury  was  clearly  diagnosed  by 
the  house  surgeon,  Mr.  Davis.  The  laceration  on  both  sides 
involved  the  pleura. 

Laceration  of  the  lung,  independent  of  fracture,  is,  I 
believe,  much  more  common  than  we  used  to  think,  and  it  is 
therefore  important  to  be  familiar  with  its  diagnostic  signs. 
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XL. — Congenital  Syphilis  ;  Gummata  of  Liver ;  Hectic 
Temperature.  By  J.  S.  Bristowb,  M.D.  Bead 
April  30,  1886. 

HENRY  M.,  £et.  15,  came  under  my  care  on  June  15th,  1885. 
His  father  and  mother  were  alive  and  well,  and  he  had 
six  healthy  brothers  and  sisters.  Beyond  having  suffered  from 
scarlet  fever  and  some  of  the  other  diseases  of  childhood,  he  was 
reported  to  have  had  uniformly  good  health  until  the  com- 
mencement of  his  present  illness.  He  had  $rst  complained, 
about  six  months  before  admission,  of  pain  in  the  epigastrium, 
which  had  continued,  and  about  a  month  later  had  first 
noticed,  in  the  same  situation,  a  swelling  which  had  since 
slowly  increased  in  size.  In  all  other  respects,  however,  he 
had  felt  well ;  had  had  no  loss  of  appetite,  no  vomiting,  no 
emaciation,  and  no  failure  of  strength.  It  appeared  also  that 
twelve  months  before  admission  he  had  fallen  across  a  board, 
striking  himself  in  the  epigastric  region. 

The  patient  was  a  well-grown,  healthy-looking,  handsome 
lad;  and,  beyond  the  facts  that  he  had  a  somewhat  tender 
tumour  in  the  epigastrium,  and  that  there  was  a  very  slight 
tendency  to  irregularity  of  pulse,  appeared  to  be  wholly  free 
from  disease.  The  tumour  occupied  the  epigastric  region, 
was  rounded  and  unyielding,  and  apparently  of  the  size  of  a 
Tangerine  orange ;  it  moved  with  respiration,  and,  so  far  as 
could  be  made  out,  was  continuous  with  the  liver,  which 
otherwise  did  not  seem  to  be  enlarged.  There  was  no  pain 
in  the  tumour  apart  from  pressure,  and  its  tenderness  was  so 
slight  that  prolonged  handling  did  not  cause  distress. 

The  boy  remained  continuously  under  my  care  until 
August  23rd  (about  ten  weeks),  during  which  time  the  tumour 
very  slowly  increased  in  size.  At  the  end  of  the  first  two 
or  three  weeks  its  lower  border  had  descended  to  within 
two  inches  of  the  umbilicus.  But  subsequently  it  receded 
again;  while  at  the  same  time  the  area  of  hepatic  dulness 
extended  somewhat  upwards,  and  the  lower  part  of  the  right 
side  of  the  chest  became  unduly  rounded  and  prominent. 
Towards  the  end  of  the  ten  weeks  the  lower  border  of  the 
spleen  could  be  felt  below  the  ribs  on  deep  inspiration.  In 
other  respects  there  was   no   change   whatever   within  the 
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abdominal  cavity,  and  the  thoracic  organs  remained  healthy. 
During  this  period  he  had  slept  well ;  his  appetite  had  been 
good,  his  bowels  regular,  his  urine  free  from  albumen  and 
sugar,  moderate  in  quantity,  and  of  a  specific  gravity  varying 
for  the  most  part  between  1020  and  1030.  He  had  lost  only 
1  lb.  in  weight,  and  looked  and  felt  at  the  end  as  well  as 
he  had  done  at  the  beginning.  There  was  one  exception, 
however  (in  addition  to  the  presence  of  hepatic  swelling)  to  his 
apparently  healthy  condition.  During  the  whole  of  the  ten 
weeks  he  suffered  from  fever  of  a  hepatic  type.  Every  morn- 
ing his  temperature  was  subnormal,  usually  ranging  between 
95*6°  and  97°,  and  every  evening  it  rose,  for  the  most  part  to 
an  altitude  varying  between  100°  and  103°.  The  maximum  was 
generally  attained  about  eight  o'clock,  at  which  time  he  often 
complained  of  feeling  chilly,  and  once  or  twice  had  a  slight 
rigor,  and  after  which  he  always  perspired  more  or  less  pro- 
fusely.    The  pulse  was  only  a  little  quickened. 

The  nature  of  the  boy's  illness  was  necessarily  a  matter  of 
anxious  consideration  and  of  frequent  discussion.  No  history 
of  syphilis  had  been  obtained,  nor  was  there  any  obvious  sign 
that  he  had  ever  been  affected  by  that  disease ;  his  teeth 
w.ere  unimpeachable.  I  dismissed  that  explanation.  The 
tumour  was  unyielding,  and  felt  solid.  Nevertheless,  it 
seemed  possible  that  there  was  an  abscess,  and  the  tempe- 
rature on  the  whole  pointed  in  that  direction.  Consequently, 
on  two  occasions  a  trocar  and  cannula  were  passed  deeply  into 
it.  But  the  instrument  appeared  to  encounter  solid  matter 
only,  and  merely  a  drop  or  two  of  blood  were  withdrawn  on 
each  occasion.  Could  it  be  a  lymphadenomatous  or  malignant 
growth  ?  I  did  not  think  so,  but  was  not  sure.  Lastly,  it  was 
suggested  to  me  that  the  case  might  be  one  of  actinomycosis. 
The  suggestion  arose  from  the  fact  that  within  the  previous 
twelve  months  two  fatal  cases  of  the  disease  had  occurred  in 
the  hospital.  Neither  of  them  was  recognised  during  life ;  and 
the  recorded  symptoms  were  not  the  symptoms  presented  by 
my  patient.  But  a  careful  perusal  of  their  notes  satisfied  me 
that  my  patient's  symptoms  were  such  as  might  be  presented 
at  some  early  stage  of  actinomycosis  affecting  the  liver.  I  did 
not  assume  the  correctness  of  this  hypothesis ;  but  I  adopted 
it  as  one  of  the  possible  explanations  of  a  case  concerning  the 
pathology  of  which  I  could  not  come  to  a  definite  conclusion. 

During  the  next  two  months  my  wards  were  under  the 
charge  of  one  of  my  colleagues,  and  I  did  not  see  the  patient 
again  until   October   16th.      But    little   change  had  taken 
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place  during  this  time.  The  prominence  of  the  lower  part  of 
the  right  side  of  the  chest  had  increased  somewhat ;  but, 
coincidently  with  this  evidence  of  extension  of  disease  in, 
and  enlargement  of,  the  right  lobe  of  the  liver,  the  epigastric 
tumour  had  either  diminished  in  size  or  been  displaced 
upwards,  for  its  lower  edge  had  distinctly  receded  from  the 
navel,  and  the  two  scars  resulting  from  the  punctures  made 
shortly  after  admission,  instead  of  corresponding  to  its  centre, 
were  now  below  its  lower  border,  and  superficial  to  stomach 
or  bowel.  Some  enlarged  veins  had  become  visible  in  the 
abdominal  and  thoracic  walls.  But  no  other  tumours  had 
arisen,  and  no  enlarged  hepatic  glands  could  be  felt  anywhere. 
His  hectic  temperature,  his  occasional  rigors,  and  his  night 
sweats  had  continued ;  but  he  had  retained  a  good  appetite, 
had  not  lost  flesh,  and  save  for  an  occasional  headache  and 
an  attack  of  slight  catarrhal  sore-throat,  had  seemed  and  felt 
well  and  happy. 

On  the  day  just  named  I  felt  inclined,  having  regard  to 
the  manifest  enlargement  of  the  right  hepatic  lobe  and  to  the 
persistent  hectic  fever,  to  pass  a  trocar  and  cannula  deeply  into 
the  organ  in  order  once  more  to  assist  my  diagnosis  and  treat- 
ment. But  about  a  week  previously  I  had  had  a  new  batch 
of  clinical  clerks  allotted  to  me ;  and  one  of  them,  Mr.  C. 
Evans,  to  whom  this  case  had  been  assigned,  made  fresh 
inquiries  into  the  patient's  history  and  a  careful  re-examination 
of  his  symptoms.  He  found  out,  what  had  not  been  before 
known,  that  one  younger  and  two  elder  brothers  and  sisters 
had  died  in  infancy,  and  that  when  the  patient  was  seven 
years  old  "  both  eyes  had  been  bad  "  for  several  months,  but 
not  painful,  and  that  he  could  only  just  find  his  way  about. 
And  further,  on  close  inspection  with  a  good  light,  he  dis- 
covered "  some  diffuse  haze,  and  several  faint  nebulge  in  both 
cornese  and  small  specs  of  old  iritic  adhesions  on  left  capsule." 
I  may  add  here,  partly  in  my  own  defence,  that  the  optical 
changes  were  exceedingly  slight ;  that  Mr.  Nettleship,  when 
four  days  later  he  came  up  at  my  request  to  examine  the 
patient,  wrote,  "  I  can  find  no  disease  in  either  eye ;"  although 
three  days  afterwards,  on  a  more  careful  examination  under 
favorable  circumstances,  he  acquiesced  in  Mr.  Evans's  dis- 
covery, and  reported  that  he  agreed  that  the  nebulosity  in  each 
cornea  and  dot  of  pigment  on  the  left  lens-capsule  pointed 
pretty  clearly  to  past  syphilitic  keratitis. 

However,  on  hearing  the  corrected  history  of  the  case,  and 
Mr.  Evans's  report  on  the  condition  of  the  eyes,  I  accepted 
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the  conclusions  to  which  they  obviously  pointed,  and  without 
waiting  for  Mr.  Nettleship's  confirmation,  prescribed  a  mixture 
containing  5  grains  of  iodide  of  potassium,  and  30  minims 
of  the  solution  of  perchloride  of  mercury  to  be  taken  three 
times  a  day.  He  began  to  take  it  on  October  17th,  and 
continued  taking  it  for  the  next  two  months,  or  until  he  left 
the  hospital.  The  effect  of  this  treatment  was  remarkable. 
On  the  17th,  the^morning  temperature  was  96' 6°,  the  evening 
102*6°;  on  the  18th,  the  corresponding  temperatures  were 
97-6°  and  102-8°;  on  the  19th,  97*6°  and  101-6°;  on  the  20th, 
98-6°  and  101-8°;  on  the  21st,  99°  and  99-6°;  on  the  22nd, 
97-4°  and  97°.  On  the  fifth  day,  therefore,  the  evening  tem- 
perature had  for  the  first  time  become  subnormal,  and  from 
that  time  onwards,  with  two  or  three  exceptions  when  it  rose 
to  98*4°  or  98-6°,  and  under  the  influence  of  an  attack  of 
tonsillitis  once  ran  up  to  102-6°,  the  morning  and  evening 
temperatures  remained  uniformly  subnormal.  See  Temp. 
Chart,  Plate  V. 

With  the  fall  of  temperature,  the  occasional  chills  and 
nocturnal  sweats  disappeared,  the  tumour  became  obviously 
smaller  and  retreated  upwards,  while  the  hepatic  dulness  and 
the  bulging  of  the  lower  part  of  the  right  side  of  the  chest 
diminished;  and  the  patient  gained  flesh,  so  that  while  he 
weighed  5  st.  13  lbs.  shortly  after  admission,  and  6  st.  2^  lbs. 
on  October  16th,  his  weight  on  December  18th  was  6  st.  10  lb. 

He  left  the  hospital  on  December  18th,  feeling  and  look- 
ing absolutely  well.  But  there  was  still  some  enlargement 
of  the  right  side  of  the  chest,  the  liver  with  the  dwindled 
tumour  was  still  to  be  felt  in  the  epigastrium,  and  the  lower 
end  of  the  spleen  could  still  be  detected  on  deep  inspiration. 

I  am  afraid  I  do  not  deserve  much  credit  for  either  dia- 
gnosis or  treatment  in  this  case.  But  I  may  at  any  rate  claim 
that  my  failure  to  recognise  its  true  character  and  to  administer 
the  appropriate  remedies  allowed  the  case,  which  would  other- 
wise have  been  little  noteworthy,  to  become  both  very  interest- 
ing and  highly  instructive. 

I  have  had  no  inconsiderable  experience  of  syphilitic 
disease  of  the  liver,  and  as  a  general  rule  am  not  likely  long 
to  misinterpret  a  case  in  which  hepatic  gummata  form  con- 
spicuous tumours.  But  in  this  case,  as  I  have  acknowledged, 
I  was  at  fault  for  a  couple  of  months,  and  possibly  might  have 
remained  at  fault  to  the  end,  had  it  not  been  for  the  enlight- 
ened curiosity  of  my  very  able  clinical  clerk.  The  circum- 
stances which  misled  me  were  my  total  inexperience  of  gum* 


^              to             to              ^ 

»                                  •                                »                                 0 

^    9    ^     i 

a 

^S 

_[_!;:■;--:;;  3jzf4_Tr:- 

_[_j              i; 

s 

^'X 

1                    ' 

iriii===U                    m' 

1-^ 

1            '"■==^'^-t-i.j_ 

1  ■           '           ■      ■       ^  '    ■  i  s 

2 

m 

,                                          !    J        _Ij 

^---^■'- 

^ 

4-L  J                                '1 

mi 

|G5 

!'-^ 

i 

Ih^ 

l|  j          1     .i^-^=^iil 

L.:  1     ill.!      ;  1  ;  1      '  1  i  1           s 

;  "^ 

ill                      '    P 

i 
1 1-^ 

ij-               i'i*-=^"I 

S 

|o 

i  1 

^^ '  ^j|ip4^ 

m 

)>0 

1        1                     ■"             t^--LI 
t      ■                     -                \        ' 

"^Ifiii^i^ltk"^  im| 

1 

t-t     \  T '  Tr< 

'  h-^ 

H               +   -|-    -hfj-    i-   -}-|-^ 

^0 

>H-1 — !"  1  1 

ni 

^o 

y        ^ 

■ 

(JO 

1 

L ..:,!,„  .|^.__  ,  ^       si 

I       '""s^       -4-   X 

m 

m 
m 

.-i  ijtt^.-^-.-- 

>r* 

*o 

1^    -  -i  s. 

i. 

1^ 

^M^.^*+^     H 

T  ~^               T  t  ^      ~*^     1      " 

l>« 

i            i    > '    1        1    ! 

r- 

m 

1 

iMr^jkLlH     I   1 

'1                  1 

—J 

'               "S> 

Mil                                 ^2 

00 

I  "  ^             J'V    4- 

U               -1 

i                \ 

NS 

i  I  L_     1  ^^sJ    ^ 

s 

"S 

1         '  ^^ '  i_!^--^    "^ 

T"    |-          ^  ^         |1"     . 

m| 

w 

'  -^  -1^  '*^^— --^  ■    ' 

S 

M 

o 

■     j      1     !  i'  ^  U-^**       ] 

fj-*--'-*ff^^'\:  

m 

z 

;                      1    1                      \^ 

m 

<c 

■                     [jK^i-     ^ 

1 

1 

i                 K^    ^ 

1                             [ 

- ;      , !  i        1  M^    1    1 

t)r.  Bristowe^s  Case  of  Congenital  Syphilis.         253 

mata  in  the  livers  of  children,  the  entire  absence  of  any  history 
(so  far  as  I  had  investigated  it)  of  parental  or  personal  syphilis, 
the  failure  to  recognise  the  faint  traces  of  inherited  syphilis 
which  his  corneae  undoubtedly  presented,  and  the  remarkably 
persistent  hectic  temperature  which  directed  my  thoughts  in 
other  directions.  I  may  here  state  that  in  no  other  cases  of 
gummata  of  the  liver  which  I  have  recognised  as  such  has  the 
patient  presented  a  persistent  hectic  temperature ;  nor  indeed 
do  I  call  to  mind  one  in  which  the  symptoms  were  limited  to 
those  of  the  hepatic  disorder  as  they  appeared  to  be  in  the 
present  instance. 

The  points  of  interest  in  the  case  are  :  First,  that  it 
furnishes  an  excellent  example  of  gummata  in  the  liver  arising 
at  a  somewhat  late  period  as  a  consequence  of  congenital 
syphilis;  second,  that  it  illustrates  the  course  of  the  fever 
which  attends  the  acute  stage  of  this  affection  ;  and  third,  that 
it  exemplifies  the  remarkable  influence  which  specific  treatment 
exerts  over  the  progress  of  visceral  syphilis.  It  is  interesting 
too  to  note  that  during  the  persistence  of  hectic  fever,  the 
boy  lost  neither  flesh  nor  strength,  and  seemed  on  the  whole 
to  enjoy  good  health. 
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XLI. — On  a  Case  of  Hydatids  of  Liver,  opening  into 
Bight  Lung ;  Excavation  of  Whole  of  Lower  Lobe. 
By  R.  W.  BuENET,  M.D.     Bead  April  30,  1886. 

SARAH  P.,  a  married  woman,  get.  30,  was  admitted  to  the 
Great  Northern  Central  Hospital  under  my  care  on  Sep- 
tember 18  last  (1885),  complaining  of  pain  in  the  right  hypo- 
chondrium  and  epigastrium,  radiating  into  the  right  axilla, 
right  shoulder,  and  neck ;  of  sickness  and  vomiting  which 
occurred  without  any  special  relation  to  the  taking  of  food. 
The  vomited  matter  was  described  as  being  greenish  yellow ; 
she  had  never  brought  up  any  blood,  and  she  says  that  after 
being  sick  she  always  felt  relieved.  She  has  been  losing  flesh 
steadily  and  somewhat  rapidly. 

State  on  admission. — A  pale  anaemic  woman  with  an  anxious 
expression  ;  tongue  red  and  irritable  looking,  bare,  and 
furrowed.  Pulse  small,  quick,  and  compressible ;  temperature 
101°  F.  Bowels  acting  fairly  well ;  urine  slightly  dark,  very 
acid,  sp.  gr.  1020 ;  a  trace  of  albumen ;  no  bile;  no  deposit. 

Examination  of  chest.  — M.eart' a  impulse  diffused  and  feeble, 
seen  and  felt  about  or  slightly  without  the  normal  position. 
Cardiac  dulness  commences  on  the  level  of  the  nipple  and  is 
lost  below  in  general  abdominal  dulness.  Heart-sounds  clear, 
somewhat  feeble,  no  murmur. 

Lungs. — Expansion  good  and  equal  on  two  sides ;  tactile 
vocal  fremitus  somewhat  increased  on  right  side,  and  on  that 
side  percussion  note  is  good  in  the  upper  part,  but  dulness 
begins  at  the  fourth  rib,  is  absolute  over  the  fifth,  and  merging 
in  abdominal  dulness,  is  continued  to  an  inch  above  the  um- 
bilicus.    Breath-sounds  feeble,  otherwise  not  altered. 

Posteriorly. — Percussion  becomes  impaired  at  the  fifth  rib, 
and  the  note  becomes  increasingly  dull  to  the  base,  where 
there  is  absolute  dulness.  Tactile  vocal  fremitus  very  slightly 
increased.  Breath-sounds  in  upper  half  harsh  and  accompanied 
by  a  few  large  crepitations,  at  base  very  feeble,  not  tubular. 
The  left  chest  gave  no  evidence  of  coarse  changes  throughout. 

Abdomen. — Lower  part  flaccid  and  not  tender  on  pressure, 
but  all  over  right  hypochondriac,  epigastric,  and  left  hypo- 
chondriac regions  there  is  marked  tenderness.  On  the  right 
side  there  is  decided  bulging  both  in  front  and  in  the  axilla. 
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Dulness  in  the  hepatic  region  commences  an  inch  above  the 
umbilicus  and  extends  up,  as  already  stated,  to  the  level  of  the 
right  nipple.  There  is  continuous  dulness  also  in  the  epigastric 
region  and  in  the  lower  third  of  the  left  axilla. 

Present  illness. — Patient  states  that  she  remembers  having 
what  she  thought  was  an  attack  of  spasms  in  the  right  side  of 
the  abdomen  about  Christmas,  1884,  but  she  dates  her  present 
illness  from  last  June  only,  and  says  that  she  was  then  slightly 
jaundiced  and  began  to  suffer  from  pain  in  the  abdomen,  with 
flatulence,  vomiting,  and  retching.  During  the  last  three 
months  she  has  been  gradually  getting  worse. 

Past  history. — She  has  never  been  very  strong,  but  has 
never  had  any  definite  illness,  though  she  has  suffered  from 
uterine  troubles  and  has  had  no  children. 

Family  history. — She  believes  that  her  mother  died  of 
jaundice ;  her  father  and  one  sister  of  phthisis. 

On  September  25,  a  week  after  her  admission,  I  examined 
the  patient  under  chloroform.  The  physical  signs  then  were 
the  same  as  already  noted,  and  in  addition  it  was  found  that 
the  edge  of  the  liver  could  be  felt,  well  defined,  smooth,  regular 
and  not  very  thin,  at  the  point  where  dulness  stopped,  an 
inch  above  the  umbilicus.  The  left  lobe  appeared  to  be  much 
enlarged  and  pushed  down. 

On  October  1  she  had  some  vomiting,  the  first  since  her 
admission,  the  vomited  matter  being  chiefly  food  and  mucus. 
She  was  now  greatly  troubled  by  cough  both  during  the  day 
and  at  night  and  slept  badly.  There  was  a  very  little  expec- 
toration of  a  mucous  character.  The  bowels  were  open  and 
the  motions  were  natural  in  appearance.  The  temperature  at 
this  time  for  three  or  four  nights  was  nearly,  and  once  over, 
103°  F. 

One  of  my  surgical  colleagues  saw  the  patient  with  me, 
and  an  exploratory  puncture  with  a  fine  needle  was  made  in 
the  right  axilla  between  the  eighth  and  ninth  ribs  and  a  little 
clear  serum  was  withdrawn.  The  indications  for  further 
surgical  interference  were  not  deemed  sufficiently  marked  to 
warrant  further  exploration. 

She  remained  in  much  the  same  condition  till  October  14, 
when  during  the  evening  she  had  a  severe  fit  of  coughing  and 
brought  up  nearly  half  a  pint  of  purulent  stuff.  Careful 
microscopical  examination  revealed  no  special  features  in  this 
matter.  The  abdomen,  however,  especially  in  the  epigastrium, 
was  less  tense,  and  the  bulging  of  the  front  seemed  less  marked. 
Afterwards  this  cough  continued  very  troublesome,  breaking 
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her  rest  at  night  and  being  the  symptom  she  complained  of 
most.  The  temperature  fell  somewhat,  and  remained  about 
100°  F.  in  the  mornings,  and  101°  to  101-5°  F.  in  the  evenings. 
The  patient  was  manifestly  losing  flesh. 

There  was  little  change  to  be  noticed  till  October  26.  On 
that  day  she  brought  up  some  muco-purulent  expectoration, 
and  some  undoubted  hydatid  cysts,  about  half  a  pint  in  all. 
Under  the  microscope,  pus,  cholesterine  crystals,  and  booklets 
were  seen. 

On  the  28th,  she  had  a  violent  attack  of  coughing  and 
brought  up  about  half  a  dozen  more  of  the  grape-like  cysts. 

On  the  30th  there  was  a  good  deal  more  of  the  muco- 
purulent expectoration,  some  of  it  blood  stained,  but  no  more 
cysts. 

On  November  1  the  physical  signs  in  chest  were :  On  right 
side  percussion  note  good  in  front  as  far  as  the  fourth  rib ; 
breath-sounds  harsh,  behind  in  supraspinous  fossa,  note  good, 
but  below  that  and  in  the  axilla  dulness,  increasing  in  intensity 
to  base,  where  for  the  space  of  2|  inches  there  is  absolute 
dulness  ;  in  lower  two  thirds  of  lung  breath-sounds  feeble  and 
distant,  especially  near  base,  no  tubular  breathing,  no  crepita- 
tions.    Voice-sounds  feeble  but  very  direct. 

About  this  time  it  was  noticed  that  the  epigastric  region 
was  fuller  than  it  had  been  after  the  vomiting  in  October. 
Dulness,  however,  did  not  extend  above  the  fifth  rib,  and  termi- 
nated 2  inches  below  the  margin  of  the  ribs,  i.  e.  an  inch 
higher  than  formerly,  but  it  still  extended  over  into  the  left 
hypochondrium.  Cough  continued  very  troublesome,  with 
expectoration  of  a  quantity  of  frothy  mucus.  Patient  obtained 
rest  only  by  having  hypodermic  injections,  first  of  morphia 

alone,  gr.  ^,  and  afterwards  of  morphia  gr.  |,  and  atropine  gr. 
1   1 

T515"      FU"* 

On  November  23,  in  the  evening,  she  began  to  cough  up  a 
large  quantity  of  cysts  and  purulent  fluid,  some  of  the  cysts  so 
large  as  to  cause  great  diflficulty  in  expectorating.  The  cysts 
gradually  became  fewer,  and  the  fluid  more  blood  stained. 
This  continued  for  two  hours,  and  the  total  quantity  was  five 
pints.  Under  the  microscope  the  fluid  was  seen  to  be  mainly 
pus,  mucus,  and  blood.  During  the  next  few  days  she  had  at 
intervals  return  of  the  cough  and  brought  up  smaller  quantities 
of  the  same  stuff,  from  Oj  to  Ojss  in  twenty-four  hours. 

On  December  1  the  abdomen  was  flaccid  and  somewhat 
retracted ;  dulness  commenced  in  the  fifth  rib  in  the  nipple 
line  and  terminated  about  an  inch  below  the  margin  of  the 
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ribs.  It  did  not,  as  formerly,  extend  to  the  left  hypochon- 
drium.  In  the  epigastric  and  left  hypochondriac  regions,  where 
formerly  there  was  marked  dulness,  the  note  was  now  clear. 

In  the  right  back  dulness  much  less  marked ;  breath- 
sounds  very  feeble,  at  some  parts  cracklings  and  creakings 
with  some  crepitations,  but  no  tubular  breathing  and  no  large 
moist  sounds. 

Up  till  this  time  the  patient  had  on  the  whole  taken  and 
retained  food  well,  but  now  her  appetite  failed.  Nutrient 
enemata  were  given,  but  she  continued  to  lose  ground  gradu- 
ally, and  died  on  December  10. 

Post-mortem,  December  12  (32  hours  after  death). — Body 
extremely  emaciated.  On  opening  the  abdomen  the  parts 
appeared  to  be  in  their  normal  positions.  In  the  chest,  how- 
ever, strong  adhesions  were  found  in  the  right  pleural  cavity, 
firmly  uniting  the  whole  lower  lobe  of  the  right  lung  to  the 
chest  wall,  and  to  the  central  and  posterior  part  of  the 
diaphragm,  the  liver  being  united  to  the  under  surface  of  the 
diaphragm  in  about  an  equal  degree.  (The  chest  organs, 
with  the  diaphragm,  liver,  and  stomach  were  then  removed  en 
masse.)  On  breaking  down  the  adhesions  of  the  right  pleura 
the  lung-tissue  was  torn  and  about  three  quarters  of  a  pint  of 
brownish  fluid  escaped.  In  it  were  floating  a  few  small  hydatid 
cysts.  On  viewing  the  organs  from  behind  it  was  seen  that 
the  whole  lower  lobe  of  the  right  lung  was  converted  into  a 
ragged  cavity,  which  when  laid  open  was  seen  to  be  traversed 
in  various  places  by  fibrous  trabeculae  and  to  have  free 
communication  with  the  main  bronchus.  The  inner  wall  of 
the  cavity  was  lined  by  a  thin  layer  of  lymph;  nothing  like 
hydatid  membrane  could  be  discovered.  The  lower  part  of 
the  cavity  was  in  close  relation  with  the  diaphragm  and  the 
upper  surface  of  the  right  lobe  of  the  liver,  and  on  closer 
examination  was  found  to  extend  through  the  tendinous  centre 
of  the  diaphragm  into  the  liver-substance.  Below  the  dia- 
phragm was  a  layer  of  inflammatory,  thickened,  and  apparently 
organised  fibroid  tissue,  and  within  the  cavity  in  the  liver  at 
its  lowest  part  was  a  plate  of  partially  calcareous  material  of 
leathery  consistence,  bile  stained  and  adherent  to  the  wall  of 
the  cavity ;  another  plate  of  smaller  size  was  found  loosely 
adherent,  near  to  it. 

There  were  no  changes  in  other  organs  worthy  of  special 
note. 

Remarks. — The  symptoms  in  this  case  were  at  first,  and 
indeed  until  the  expectoration  of  the  cysts,  very  obscure,  all 
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that  one  could  reach  by  palpation  being  apparently,  and  as  it 
turned  out,  actually,  healthy  liver ;  liver  simply  pushed  down 
by  the  growths  of  the  cysts. 

Judging  by  the  post-mortem  appearances  the  disease  was 
of  long  standing,  and  yet  the  history  of  previous  symptoms 
was  meagre  in  the  extreme. 

The  question  arises,  Should  we  have  been  able  to  form  a 
definite  diagnosis  early  in  the  case  and  before  the  appearance 
of  the  cysts,  when  of  course  the  nature  of  the  affection  and 
the  course  it  was  taking  became  at  once  too  plain  ? 

Lastly,  what  operative  interference,  if  any,  should  have 
been  adopted,  either  based  upon  such  diagnosis,  or  as  a  means 
to  diagnosis  ? 
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XLII. — A  Case  of  Ununited  Fracture  of  the  Patella  in  a 
man  cet.  44 ;  4J  inches  separation  of  fragments. 
Excision  of  Knee-joint.  Cured.  By  John  R.  Lunn. 
Bead  April  30,  1886. 

WJ.,  aet.  44,  single,  by  trade  a  labourer,  was  admitted, 
•  January,  1885,  into  the  St.  Marylebone  Infirmary  with 
an  old  fracture  o£  the  left  patella,  contusion  and  swelling  of  left 
knee-joint.  Former  history  good.  He  had  never  been  laid  up 
with  any  serious  illness,  except  five  years  ago,  when  his  face 
and  shoulders  were  scalded.  Never  had  syphilis  or  gout. 
His  left  patella  was  fractured  sixteen  years  by  falling  through 
a  coal-hole.  He  was  taken  to  St.  Mary's  Hospital,  and  when 
he  left  he  thinks  there  was  scarcely  any  separation.  Six 
months  afterwards,  he  again  fractured  his  left  patella,  which 
never  united.  He  has  been  a  patient  here  several  times 
during  the  last  four  years  for  injury  to  the  left  knee;  he 
always  wore  a  strong  leather  splint.  He  was  last  admitted 
January,  1885,  with  his  left  knee  much  swollen  and  contused, 
the  results  of  falling  about.  He  stated  he  suffered  from 
excruciating  gnawing  pains ;  besides  everyone  thought  he  was 
drunk,  as  he  was  not  able  to  steady  himself.  I  explained  to  the 
patient  that  it  was  very  dangerous  to  experiment  with  a  joint. 
Anyhow,  he  still  insisted  on  having  something  done,  as  his  life 
was  a  misery  to  him.  After  showing  the  case  to  several  of  my 
surgical  friends,  it  was  thought  quite  justifiable  to  excise  his 
joint,  as  there  were  no  hopes  of  ever  uniting  the  two  frag- 
ments together  with  4^  inches  separation.  On  April  14, 
1885,  a  vertical  incision  about  8  or  10  inches  was  made  in 
front  of  the  left  knee-joint,  then  a  transverse  one  across  the 
joint.  After  removing  the  broken  fragments  of  the  patella  and 
cutting  away  some  of  the  thickened  tissue  around  the  joint, 
two  thin  slices  of  the  ends  of  the  bones  were  removed  and  holes 
drilled  and  the  two  bones  (femur  and  tibia)  were  wired 
together  with  silver  wire,  the  ends  of  which  were  hammered 
down ;  a  drainage-tube  was  put  behind  and  in  front  of  the 
knee-joint.  The  leg  was  placed  in  an  ordinary  excision  splint. 
The  patient  passed  a  good  night,  temperature  101°,  and  com- 
plained of  no  pain.     The  knee  was  dressed  six  times  under  the 
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carbolic  spray,  which  was  left  off  four  weeks  after  the  opera- 
tion, and  then  dressed  with  iodoform  pads  (which  are  small 
bags  made  of  fine  linen  muslin  filled  with  pine  sawdust  and 
powdered  over  with  iodoform).  The  wound  was  quite  healed 
six  weeks  after  the  operation.  The  whole  leg  was  put  in 
plaster  of  Paris  for  two  months  and  the  patient  was  allowed 
up.  It  is  nearly  nine  months  since  the  operation,  and  the 
patient  gets  about  as  well  as  ever  he  did  before  the  accident. 

Remarks. — The  reason  why  I  took  the  liberty  of  showing 
this  case  to-night  was  that  excision  of  the  knee-joint  is  seldom 
performed  over  the  age  of  forty-two.  In  the  'Med.-Chir. 
Trans.,'  vol.  Hi,  Dr.  Humphry  says  that  he  has  excised  the  knee- 
joints  of  forty -five  patients,  one  being  as  old  as  forty-seven. 
In  the  same  volume  Mr.  Grant  gives  an  account  of  twenty 
cases,  his  oldest  being  fifty  years  old.  It  was  also  interesting 
to  note  that  this  patient  had  no  rise  of  temperature  after  the 
operation. 

The  question  in  my  own  mind  was  whether  the  operation 
was  justifiable. 
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XLIII. — Aortic  Aneurism  {Arch),  Galvano-punctu7'e  five 
years  ago.  Formation  of  Subcutaneous  Outgrowth 
(Recent).  Galvano-punctures.  Death  twenty  minutes 
after  last  Puncture  from  Bupture  of  First  Aneurism 
into  Bronchus.  Soft  Clot  only  in  Second  Sac.  By 
Thomas  Churton,  M.D.     Bead  May  14,  1886. 

FREDERICK  A.,  set.  45,  a  strongly-built  policeman,  rather 
pallid  and  having  a  marked  arcus  senilis,  had  been  an 
in-patient  in  the  Leeds  Infirmary  in  1880,  under  the  care  of 
Dr.  Clifford  Allbutt.  At  that  time  a  thoracic  aneurism  was 
projecting  through  the  left  chest  wall,  having  eroded  parts  of 
the  second  and  third  ribs.  Gralvano-puncture  was  used  upon 
two  occasions ;  the  patient  had  since  attended  as  an  out-patient. 
He  was  readmitted  under  my  care  on  June  23,  1885,  in 
consequence  of  a  second  tumour,  not  externally  continuous 
with  the  first,  having  formed  over  the  sternum.  He  stated 
that  the  galvano-punctures  had  cured  the  first  aneurismal 
swelling;  and  as  a  fact  little  pulsation  could  be  felt  in  it. 
But  reference  to  the  hospital  records  showed  that  the  punctures 
had  in  the  end  produced  no  perceptible  change  in  the  condition 
of  the  aneurism.  He  had  since  taken  potassium-iodide  in  15 
gr.  doses  three  times  a  day  for  three  years.  When  readmitted 
the  second  tumour  was  seen  in  front  of  the  lower  part  of  the 
sternum.  The  wall  was  thin  and  somewhat  discoloured,  as 
though  by  a  light  bruise  :  a  greenish-yellow  or  smoky  colour. 
Between  it  and  the  first  tumour  was  a  groove  an  inch  wide  ; 
but  this  became  gradually  filled  up  by,  as  it  proved,  the 
formation  of  a  third  sacculus.  Rapid  increase  in  the  size  of 
the  newer  tumours  occurred  in  spite  of  rest  and  iodide,  and  as 
the  patient  was  exceedingly  anxious  for  a  repetition  of  what 
he  thought  the  successful  treatment  of  five  years  before,  the 
opinion  of  Dr.  Allbutt,  now  Consulting  Physician  to  the 
Hospital,  was  asked  respecting  the  advisability  of  puncture. 
Though  not  positively  adverse  to  the  operation,  he  was  by  no 
means  warm  in  its  favour,  and  was  on  the  whole  inclined  to 
give  his  vote  against  it  for  this  case.  "We  therefore  waited 
until  September  10,  when  the  process  of  extension  being  stilli 
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more  rapid,  with  Dr.  AUbutt's  concurrence,  Mr.  Teale,  who 
had  operated  upon  the  patient  upon  previous  occasions,  kindly 
applied  the  galvanic  needles,  fifteen  cells  of  Leclanche's 
battery  being  used  for  twenty  minutes.  On  withdrawing  the 
negative  needle,  an  ounce  or  more  of  chocolate-coloured  muddy 
fluid,  evidently  altered  blood,  escaped  from  the  puncture.  The 
flow  was  not  at  once  checked,  as  we  did  not  think  it  well  to 
allow  the  solid  particles  to  have  a  chance  of  entering  the 
circulation.  It  will  presently  appear  that  in  this  instance  there 
was  very  little  danger  of  such  an  occurrence ;  but  it  is  easy  to 
perceive  that  in  some  cases  the  chances  of  such  entry  might 
be  very  great.  There  was  some  further  oozing  of  this  fluid, 
but  it  ceased  next  day.     The  pulsation  was  then  less. 

On  the  12th  there  was  no  pulsation,  but  on  the  14th  it 
had  returned,  and  by  the  15th  had  increased. 

On  October  2,  i.  e.  in  three  weeks,  the  galvano-puncture  was 
repeated.  Upon  this  occasion  the  pulsation  entirely  ceased 
a  minute  or  two  after  the  withdrawal  of  the  needles ;  the  same 
kind  of  fluid  had  escaped ;  the  tumour  had  become  soft  and 
flaccid.  In  half  an  hour  pulsation  returned,  but  again  ceased 
in  an  hour  after  this.  Much  oozing  went  on  from  the  negative 
puncture.  In  three  days  the  pulsation  again  returned,  but  not 
very  forcibly;  the  colour  of  the  skin  over  the  tumour  had 
much  improved ;  the  pulsation  was  not  expansile,  and  felt 
more  distant.  He  now,  however,  began  to  expectorate  small 
masses  of  blood-stained  mucus,  but  not  more  than  5ij — iij  in 
twenty-four  hours. 

On  October  22  pulsation  had  again  become  distinct ;  the 
expectoration  continued. 

On  the  27th  galvano-puncture  was  employed  for  the  third 
time  (twenty-four  days  after  the  second  operation).  A  chromic 
acid  battery  was  used,  at  first  five  cells,  then  ten,  afterwards 
fifteen,  each  for  seven  minutes.  A  distinct  tympanitic  note 
was  elicited  by  percussion  over  the  tumour  during  the  opera- 
tion ;  at  the  latter  part  of  it,  the  tympanitic  area  was  2  inches 
in  diameter.  But  in  spite  of  the  efiiciency  of  the  current,  thus 
proved,  pulsation  was  not  affected ;  no  improvement  whatever 
followed  this  application.  In  the  evening  the  tympanitic  note 
had  disappeared.  All  this  time  no  change  had  occurred  in  the 
external  aspect  of  the  original  aneurism ;  there  was  nothing 
to  suggest  that  the  blood  in  the  sputa  was  derived  from  it ; 
the  extreme  smallness  of  the  quantity  indeed  seemed  very 
much  opposed  to  such  a  supposition. 

On  November  9  the  lower  end  of  the  tumour  was  conical. 
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the  apex  was  of  a  dark  purple  colour  and  was  thin,  tense,  and 
shining  as  if  about  to  give  way.  We  therefore  resolved  to 
make  a  last  effort  to  cause  consolidation  of  the  contents  of  the 
aneurism  by  galvanism.  The  operation  was  performed  upon 
this  occasion  by  Dr.  Grriflfith,  the  resident  medical  officer,  the 
machines  and  needles  being  prepared  for  this  as  for  the  former 
operation  by  the  hospital  electrician,  Mr.  Oliver.  In  addition 
to  the  cells  and  the  time  formerly  employed,  twenty  cells  of 
the  chromic  acid  battery  were  used  for  ten  minutes,  the  current 
being  passed  thirty  minutes  in  all.  Fluid  containing  blood 
debris  ran  from  both  apertures.  Pulsation  entirely  ceased; 
the  tumour  was  flaccid,  all  appeared  to  promise  well.  About 
twenty  minutes  after  the  withdrawal  of  the  needles,  however, 
a  slight  rhonchus  was  heard,  the  patient  sat  up  and  began  to 
spit  blood,  then  to  gasp  for  breath ;  he  quickly  became  uncon- 
scious, and  rather  blue  in  the  face.  The  pupils  remained 
small ;  the  pulse  continued  to  beat,  the  aneurisms  were 
unchanged.  He  drew  ineffectual  breaths  for  a  few  minutes ; 
finally  the  pulse  ceased.  He  was  at  no  time  extremely  blue, 
nor  was  there  much  distension  of  surface-veins.  He  expecto- 
rated altogether  about  3  oz.  of  blood. 

Autopsy. — Blood  was  found  in  the  trachea  and  in  the 
bronchi  of  the  left  lung.  An  erosion,  half  an  inch  in  diameter, 
was  seen  in  the  upper  and  hinder  part  of  the  original  aneurism, 
when  the  lung,  which  was  adherent  to  the  sac  at  this  point  only, 
had  been  detached.  This  aperture  in  the  sac  was  almost  entirely 
blocked  up  by  a  mass  of  clot,  to  be  afterwards  described,  hence 
the  very  small  amount  of  the  previous  bleeding  into  the 
perforated  bronchus.  Except  in  the  arch,  the  aorta  was  only 
moderately  atheromatous;  the  aortic  valves  were  competent. 
One  testis  had  undergone  complete  fibrosis.  Otherwise  there 
was  nothing  remarkable  in  the  organs. 

Condition  of  the  first  aneurism. — The  orifice,  a  hard  ring  in 
the  aorta,  is  about  an  inch  in  diameter ;  the  wall  of  the  sac  has 
the  firmness  of  cartilage.  Proceeding  from  the  orifice,  the 
lower  fourth  of  the  sac  is  open  and  might  contain  an  orange ; 
it  is  smooth,  and  appeared  at  first  sight  to  have  an  unbroken 
surface.  A  narrow  slit  or  fissure,  which  was  hard  to  find,  at 
the  outer  and  posterior  part,  conveyed  the  blood  from  the  lower 
to  the  uppermost  part  of  the  sac,  past  the  large  mass  of  clot 
which  occupies  the  central  part  of  it.  The  clot  is  laminated. 
It  is  thin  at  the  margins  of  the  aortic  inlet,  but  becomes 
gradually  thicker  as  it  ascends,  until  it  finally  extends  across 
the  whole  breadth  of  the  central  part  of  the  cavity.     It  seems 
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clear  that  to  have  attained  these  dimensions  the  clot  must 
have  been  originally  deposited  upon  the  entire  surface  o£  the 
sac.  A  marked  constriction  in  the  middle  of  the  sac  also 
suggests  this.  The  upper  cavity  seems,  in  fact,  to  have  been 
formed  by  blood  forcing  a  way  between  the  clot  and  the  sac 
wall,  and  gradually  dissecting  away  the  clot  which  had  formed 
upon  the  upper  part  of  the  sac  at  the  time  when  it  had  formed 
upon  every  other  part  of  it.  Having  achieved  this  separation, 
the  blood  pressure  next  discovered  two  weak  points  in  the 
wall  of  this  region,  one  of  which  led  to  a  bronchus,  the  other 
permitted  the  formation  of  the  second  saccular  projection,  the 
boundaries  of  which  are  easily  distinguished  on  the  unaltered 
sternum. 

There  is  a  similarly  formed  projection  from  this  projection 
itself,  an  exact  repetition  of  it,  springing  from  the  canal  which 
leads  into  the  second  from  the  first  cavity.  Both  these 
secondary  cavities  are  entirely  without  the  chest  wall. 

Relation  of  first  to  second  sac. — It  will  be  observed  by  any- 
one who  may  handle  the  specimen  that  the  first  sac  is  of 
cartilaginous  hardness.  The  ring-like  entrance  to  the  second 
sac  is  formed  by  an  opening  in  this  hard  wall.  Beyond  this 
ring  for  about  |  inch  in  the  upper  wall  of  the  canal,  a  similar 
hardness  may  be  felt,  but  beyond  this  the  wall  of  the  second 
sac  is  very  soft,  though  not  very  thin.  In  the  upper  wall  of 
the  canal  is  another  very  small, 'ring-like  orifice,  about  -f  inch 
in  diameter  ;  this  leads  to  the  third  sac,  which  might  hold  half 
a  small  walnut ;  the  wall  of  this  third  and  last-formed  sac  is 
soft  and  thick.  Without  going  further  into  minute  details,  it 
will,  I  think,  be  evident  upon  inspection  that  the  second  sac 
had  at  first  similarly  thick  soft  walls  which  are  still  visible 
at  its  upper  and  earlier  part.  But  in  addition  to  its  longer 
duration,  the  inlet  of  this  sac  was  much  larger  than  that  of  the 
third  sac,  and  therefore  the  distending  force,  though  much 
mitigated  by  the  condition,  as  I  suppose  (but  there  are  many 
mysteries  in  fluid  pressures)  was  at  length  able  to  distend  a 
weak  point  in  its  lower  wall  and  to  cause  its  more  rapid  enlarge- 
ment. This  was  the  sac  we  galvano-punctured,  and  I  have 
given  these,  I  fear  tedious,  details  to  show  what  kind  of  cavity 
we  were  operating  in.  The  internal  surface  of  the  first  sac  is, 
when  denuded  of  clot,  regular,  though  very  rough  and  granular, 
that  of  the  second  and  third  sacs  is,  though  smooth,  very 
irregular,  and  very  much  like  the  interior  of  a  cardiac  right 
ventricle.  The  bundles  resembling  columnae  carneae  are  not 
muscular,  the  front  wall  of  the  sac  is  or  was  formed  of  skin 
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and  connective  tissue,  the  posterior  wall  is  the  quite  smooth 
and  uninjured  sternum. 

Results  of  punctures. — The  visible  result  of  the  first  three 
galvano-punctures  is  next  to  nothing.  Here  and  there  at  the 
upper  and  oldest  part  of  the  sac  is  a  little  adherent  clot,  formed, 
I  think,  quite  independently,  when  the  sac  was  small,  and 
subsequently  broken  through.  The  result  of  the  last  puncture, 
twenty  minutes  before  death,  we  saw ;  it  was  a  soft  jelly  of 
pinkish  colour,  occupying  about  one  third  of  the  cavity,  and 
too  fragile  to  be  preserved.  There  was  also  some  blood-debris 
similar  to  that  which  flowed  from  the  punctures  after  the 
operation.  The  cessation  of  the  pulsation  was  doubtless  due 
to  the  impaction  or  entanglement  of  some  of  the  soft  clot  in 
the  narrow,  irregular,  and  valvular  canal.  There  was  no 
similar  clot  in  the  first  or  original  sac.  The  difference  in  the 
degree  of  pulsation  of  the  first  and  second  sacs  is  explained  by 
the  difference  in  the  rigidity  of  their  walls. 

It  was  very  hard  to  understand  how  the  cessation  of 
pulsation,  described  in  the  notes  of  1880,  as  having  followed 
the  galvano-puncture  of  the  original  and  large  aneurism  could 
have  been  brought  about,  until  from  consideration  of  the 
history  of  the  case  I  came  to  the  conclusion  that  the  large  hard 
clot,  now  seen  in  the  cavity,  then  existed  and  that  the  narrow 
fissure  through  which  the  blood  pressure  was  conveyed  to  the 
upper  part  of  the  sac  was  blocked  by  gelatinous  material.  The 
original  aneurism  was  as  large  then  as  it  is  now,  and  its  inlet 
would  doubtless  also  be  as  large  as  it  is  now,  so  that  no  other 
explanation  seems  possible.  If  indeed  there  were  no  firm  clot 
in  the  cavity  of  such  an  aneurism  the  formation  of  a  soft 
coagulum  and  of  granular  debris  would  seem  to  be  anything 
but  desirable. 

After  the  experience  of  this  case,  it  was  without  surprise 
that  I  read  Mr.  Holmes's  recent  remarks  upon  the  failure  of 
galvano-puncture  in  the  treatment  of  aneurism  in  this  country. 
I  have  not  yet  been  able  to  refer  to  the  cases,  nor  to  learn  the 
mode  of  procedure  of  Ciniselli,  who  appears  to  have  had  greater 
success  in  Italy. 
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XLIV. — Aneurism  of  the  Aorta ;  Extravasation  of  Mood 
into  the  Posterior  Mediastinum,  compressing  the 
(Esophagus  and  Vagus  Nerves,  and  Rupture  into  the 
Abdominal  Cavity,  associated  during  life  with  fre- 
quent Vomiting.  By  Peeoy  Kidd,  M.D.  Bead  May 
14,  1886. 

EDWARD  S.,  set.  31,  a  labourer,  came  to  the  out-patient 
department  at  the  Brompton  Hospital  December  4,  1885. 
Being  evidently  very  ill  the  patient  was  at  once  admitted  by 
the  assistant  resident  medical  officer,  Mr.  H.  H.  Taylor,  shortly 
before  my  arrival.  I  saw  him  soon  afterwards,  when  he 
gave  the  following  account  of  himself : 

Some  years  previously  he  contracted  syphilis,  and  six 
years  ago  he  had  "  pleurisy  "  on  the  left  side.  With  these 
exceptions  his  health  had  been  perfectly  good  till  six  weeks 
ago,  when  he  was  exposed  to  the  weather  and  took  cold. 
Since  that  time  he  has  had  a  slight  cough,  but  was  quite  able 
to  do  his  work. 

Four  days  ago  he  was  obliged  to  leave  off  work  on  account 
of  vomiting,  frontal  headache,  shortness  of  breath  on  exertion, 
and  general  malaise.  For  the  last  four  days  he  had  been  con- 
stipated, and  the  vomiting  had  been  severe  and  frequent. 

He  expressly  stated  that  he  was  not  given  to  drink,  and 
there  was  nothing  about  him  pointing  to  alcohol. 

The  patient  was  a  muscular,  well-nourished  man,  but  was 
intensely  anaemic.  There  was  some  old  ulceration  about  the 
lower  anterior  part  of  the  right  leg,  superficially  scabbed  over, 
and  considerable  surrounding  pigmentation.  His  pupils  were 
slightly  unequal,  the  left  being  rather  smaller  than  the  right, 
but  of  good  size.  It  should,  however,  be  stated  that  this 
inequality  had  disappeared  next  day  and  did  not  return. 
Ophthalmoscopic  examination  revealed  no  signs  of  disease. 
Radial  pulse  65,  small  and  regular,  equal  on  the  two  sides. 
Temperature  99°.     Urine  1020,  acid.     No  albumen. 

Physical  examination  of  the  chest. — Over  manubrium  sterni 
weak  tubular  breathing,  but  no  dulness.  At  the  right  apex  in 
front  slight  rhonchus.  Elsewhere  breath-sounds  healthy  and 
unaccompanied  by  adventitious  sounds.     Behind  slight  rhon- 
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chus  at  both  apices,  and  the  breath-sounds  were  thought  to  be 
slightly  weaker  in  the  left  than  the  right  interscapular  space. 
At  both  bases  rhonchus  and  slight  dulness.  Heart-sounds 
healthy.  Abdomen  soft  and  free  from  tenderness.  No  spots, 
no  enlargement  of  organs. 

No  definite  conclusion  was  arrived  at  as  to  the  nature  of 
the  patient's  malady.  Beyond  the  evidence  of  some  bronchitis 
physical  examination  gave  a  negative  result.  No  signs  of  dis- 
ease of  the  nervous  system  were  present,  if  one  excepts  the 
slight  inequality  of  the  pupils. 

The  illness  seemed  to  have  had  an  acute  onset,  and  vomiting 
was  the  chief  symptom  the  patient  complained  of,  though  his 
extreme  pallor  was  what  struck  one  most. 

The  vomiting  had  no  exclusive  relation  to  the  ingestion 
of  food.  There  was  no  tenderness  or  pain  anywhere,  and  no 
febrile  disturbance.  The  patient  was  ordered  liquid  food  and 
a  small  quantity  of  brandy. 

Later  in  the  day  he  was  seen  by  my  colleague.  Dr.  F.  T. 
Roberts,  into  whose  care  he  passed,  and  whom  I  beg  to  thank 
for  his  permission  to  make  use  of  the  case. 

Dr.  Roberts  was  unable  to  make  any  positive  diagnosis. 

The  next  day,  December  5,  the  note  says  that  the  patient 
had  slept  badly  in  the  night,  had  vomited  several  times,  and 
was  still  constipated. 

December  6. — Still  much  vomiting  and  retching.  Tempe- 
rature subnormal. 

December  7. — Cough  troublesome  last  night,  loud  and 
harsh.  Expectoration  scanty  and  bronchial;  vomiting  and 
retching  continue.  He  complains  of  pain  in  the  right  foot, 
but  there  is  no  weakness  or  anaesthesia.  Early  in  the  day  the 
patient  began  to  get  worse.  He  became  very  restless,  was 
more  blanched  than  ever,  and  sank  in  less  than  two  hours. 
There  was  no  rise  of  temperature  after  the  first  day,  indeed 
the  temperature  was  subnormal. 

Autopsy. — On  opening  the  body  the  peritoneal  cavity  was 
found  to  contain  120  oz.  of  dark  fluid  blood,  mingled  with  soft 
dark  clots.  Some  blood  was  also  effused  into  the  subserous 
tissue  over  the  cardiac  end  of  the  stomach. 

No  source  for  the  haemorrhage  was  detected  in  the  abdomen. 

On  opening  the  chest  the  right  pleural  cavity  was  healthy 
and  free  from  adhesions. 

On  the  left  side  there  were  some  soft  recent  adhesions  over 
the  front  of  the  lung. 

Along  the  vertebral  groove  there  were  very  firm  adhesions 
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binding  the  lung  firmly  to  the  spine  and  to  the  contiguous 
parts  of  the  ribs. 

On  turning  back  the  trachea  an  aneurism  came  into  view, 
springing  from  the  posterior  aspect  of  the  third  part  of  the 
arch.  The  aneurism,  which  was  sacculated  and  of  the  size  of 
a  small  orange,  was  firmly  adherent  to  the  third  dorsal  ver- 
tebra, and  to  the  posterior  margin  of  the  left  lung. 

On  detaching  the  adherent  lung  an  opening  was  found  at 
the  lower  and  posterior  part  of  the  sac,  of  the  size  and  shape 
of  a  small  orange  pip,  leading  into  a  space  in  the  subpleural 
tissue  formed  by  the  extravasated  blood,  which  had  then  forced 
its  way  downwards  round  the  oesophagus,  but  more  especially 
behind  it.  The  blood  had  been  shut  off  from  the  pleural 
cavity  by  the  adhesions  between  the  left  lung  and  ribs. 
Firmly  clotted  blood  was  found  surrounding  the  whole  length 
of  the  oesophagus  in  a  tubular  fashion,  completely  burying  the 
vagus  nerves  and  passing  behind  the  crura  of  the  diaphragm 
into  the  peritoneal  cavity. 

A  small  quantity  of  blood  had  passed  through  the  dia- 
phragm with  the  oesophagus,  and  was  seen  under  the  serous 
coat  of  the  stomach,  while  another  portion  had  made  its  way 
into  the  subpericardial  tissue  at  the  base  of  the  heart  without 
perforating  the  pericardium. 

Some  of  the  clotted  blood  around  the  oesophagus,  especially 
behind  it,  was  of  a  brownish  red  colour,  and  much  firmer  and 
of  older  date  than  the  great  mass  of  effusion,  which  was  soft 
and  dark. 

The  sac  of  the  aneurism  was  very  thin,  and  was  unavoid- 
ably torn  on  removal  from  the  spine.  An  incomplete  lining 
of  laminated  thrombus  was  found  in  the  sac.  The  edges  of 
the  opening  were  soft  and  ragged. 

The  oesophagus  was  much  compressed  by  the  extravasation, 
but  had  not  been  perforated,  although  its  walls  were  in  places 
infiltrated  with  blood. 

The  first  part  of  the  arch  of  the  aorta  was  rather  thick, 
and  marked  with  patches  of  recent  endarteritis,  which 
increased  in  number  and  size  towards  the  transverse  portion. 
The  descending  aorta  and  the  abdominal  part  of  the  vessel 
were  free  from  disease. 

Heart  15  oz.,  rather  large.  Left  ventricle  slightly  hyper- 
trophied.  Aortic  valves  slightly  thickened  and  their  pouches 
somewhat  dilated.  Other  valves  healthy.  A  few  specks  of 
atheroma  in  coronary  arteries. 

Lungs  oedematous  at  their  bases. 
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One  testicle  marked  with  whitish  fibrous  strands. 

Other  viscera,  including  the  brain  with  its  vessels,  and 
membranes  healthy  but  anaemic. 

No  blood  in  stomach  or  intestine. 

Comparing  the  results  of  the  autopsy  with  the  clinical 
history  it  seems  probable  that  rupture  of  the  aneurismal  sac 
occurred  about  the  time  that  the  patient  first  fell  ill  and  began 
to  vomit,  i.  e.  seven  days  before  death.  The  effused  blood 
dissected  its  way  down  along  the  oesophagus,  compressing  it 
and  the  vagus  nerves,  and  entered  the  abdominal  cavity  sub- 
sequently by  a  small  opening.  Whether  the  abdomen  con- 
tained blood  when  the  patient  was  first  seen,  three  days  before 
his  death,  is  not  quite  certain. 

The  fact  that  all  the  blood  found  therein  was  of  a  dark 
colour  and  contained  only  clots  like  those  due  to  "  post- 
mortem "  coagulation  would  rather  support  the  idea  that  the 
great  bulk  of  the  blood  in  the  peritoneal  cavity  had  been  com- 
paratively recently  effused.  The  somewhat  rapid  failure  of  the 
patient  also  suggests  that  a  considerable  extravasation  of  blood 
took  place  during  the  last  few  hours  of  life,  probably  the  result 
of  enlargement  of  the  track  along  which  the  blood  entered  the 
abdomen.  The  course  taken  by  the  effused  blood  is  extremely 
remarkable  and  unusual. 

The  diagnosis  of  the  case  was,  I  believe,  all  but  impossible. 
The  only  two  symptoms  of  any  prominence  were  anasmia  and 
vomiting.  The  anaemia  was,  of  course,  sufficiently  accounted 
for  afterwards.  The  vomiting,  I  think,  was  due  to  irritation 
of  the  vagus  nerves  (especially  the  right  or  posterior  nerve)  in 
their  course  along  the  cesophagus,  set  up  by  pressure  of  the 
effused  blood. 

The  vagus  nerve  is  known  to  contain  both  afferent  and 
efferent  fibres  connected  with  the  act  of  vomiting,  the  former 
transmitting  sensory  impressions  to  the  vomiting  centre  in  the 
medulla  oblongata,  the  latter  being  concerned  in  the  active 
dilatation  of  the  cardiac  orifice  of  the  stomach,  which  is  essen- 
tial to  the  performance  of  vomiting. 

The  localised  disease  of  the  aorta  and  the  occurrence  of  an 
aneurism  in  a  man  of  thirty-one,  probably  as  the  combined 
effect  of  syphilis  and  hard  muscular  work,  is  worthy  of  note. 

The  case  seemed  to  me  to  be  of  sufficient  clinical  import- 
ance and  rarity  to  justify  me  in  bringing  it  before  this 
Society. 
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XLV. —  Case  of  Impaction  of  Stone  in  one  Ureter. 
Atrophy  of  the  Kidney  of  the  opposite  side.  By  T. 
Pickering  Pick.     Bead  May  14,  1886. 

ON  February  1,  1885,  I  was  asked  by  my  friend  Mr.  Morey, 
of  Ebury  Street,  to  see  a  patient  of  his  who  was  suffering 
from  almost  complete  suppression  of  urine. 

From  Mr.  Morey  I  gathered  the  following  particulars  : — 
that  the  patient  had  been  subject  to  heartburn,  flatulence,  and 
other  signs  of  dyspepsia  all  his  life  ;  that  his  urine  had  been 
habitually  high  coloured  and  was  wont  to  deposit  a  copious 
sediment  on  cooling.  Fifteen  years  ago  he  passed  a  small 
calculus.  In  August,  1883  (six  months  before  I  saw  him),  he 
was  attacked  with  severe  pain  in  the  hypogastric  region,  accom- 
panied by  inability  to  pass  water.  A  catheter  was  introduced, 
but  no  water  was  drawn  off.  The  pain,  which  was  of  a  very 
intense  character,  and  was  accompanied  by  sickness  and  vomit- 
ing, suddenly  ceased,  and  shortly  afterwards  he  passed  a  small 
calculus  by  the  urethra.  Two  days  before  I  saw  him  he  was 
again  seized  with  intense  pain  in  the  region  of  the  bladder, 
which  extended  upwards  in  the  course  of  the  left  ureter  and 
downwards  to  the  testicle  on  the  same  side.  The  pain  was 
accompanied  by  a  feeling  of  sickness,  but  no  actual  vomiting 
had  taken  place.  It  lasted  for  about  four  hours  and  then 
passed  off,  and  he  has  since  felt  comparatively  comfortable,  but 
has  passed  little  or  no  water.  On  January  31,  the  day  before 
I  saw  him,  he  passed  3^  oz.  at  about  2  p.m.,  the  first  water  he 
had  passed  since  the  attack  of  pain,  and  on  the  following  morn- 
ing (the  day  on  which  I  saw  him)  at  8  a.m.  he  passed  1^  oz. 

Upon  examination,  I  found  that  he  was  a  fat,  flabby  man, 
set.  45  ;  very  nervous  about  himself.  He  stated  that  he  was 
in  no  pain  and  felt  perfectly  well,  only  anxious  because  he 
could  pass  no  water.  He  was  sweating  profusely.  The  pulse 
was  100,  weak;  the  temperature  100*6°  F.  There  was  felt 
to  be  more  fulness  in  the  left  lumbar  region  than  in  the  right. 
On  the  right  side  the  hand  could  be  buried  deeply  in  the 
abdomen,  but  on  the  left  side  there  was  a  distinct  fulness, 
though  on  account  of  the  amount  of  fat  in  the  abdominal  wall 
no  very  accurate  definition  of  the  fulness  could  be  made  out. 
The  abdomen  was  universally  tympanitic.     The  bladder  was 
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quite  empty.  The  urine  was  almost  colourless,  like  water,  of 
sp.  gr.  1006  and  contained  no  albumen  or  abnormal  deposit. 
The  stone  which  he  had  passed  six  months  previously  was  seen. 
It  was  about  three  quarters  of  an  inch  long  and  of  the  calibre  of 
a  No.  7  catheter ;  it  was  uric  acid.  From  the  history  of  the 
patient,  his  lithic  acid  diathesis,  and  the  fact  that  he  had 
already  passed  two  calculi ;  from  the  sudden  attack  of  sicken- 
ing paiu  along  the  course  of  the  ureter,  followed  by  the  almost 
complete  suppression  of  urine,  and  from  the  low  specific  gravity 
and  colourless  nature  of  the  small  quantity  of  water  which  was 
passed,  it  seemed  almost  certain  that  we  had  to  deal  with  a 
case  of  impaction  of  a  calculus  in  the  ureter  of  a  patient  who 
had  only  a  single  kidney  or  who  had  already  from  some  cause 
had  the  other  kidney  permanently  destroyed.  As  to  which  of 
these  conditions  existed,  and  if  the  kidney  had  been  destroyed, 
from  what  cause  this  had  taken  place,  we  could  not  do  more 
than  hazard  a  guess ;  nor  was  it  a  matter  of  any  great  import- 
ance to  ascertain  this.  It  seemed  possible,  however,  that  as  he 
had  been  the  subject  of  the  lithic  acid  diathesis  all  his  life, 
that  the  one  kidney  had  been  destroyed  by  the  wasting  of  its 
structure  from  the  presence  of  calculi  in  it.  This  surmise,  how- 
ever, proved  to  be  wrong  upon  post-mortem  examination. 
There  was  nothing  to  lead  us  to  believe  that  it  had  been 
destroyed  by  scrofulous  disease. 

Such  being  the  diagnosis  at  which  we  arrived,  we  had  to 
consider  what  plan  of  treatment  we  could  adopt  to  relieve  our 
patient.  Putting  aside,  for  the  present,  the  question  of  nephro- 
lithotomy, for  which  we  felt  the  symptoms  at  that  time  were 
not  sufficiently  urgent,  considering  the  very  grave  nature  of  the 
operation  in  a  man  who  we  believed  had  only  one  working 
kidney,  we  determined  first  of  all  to  try  less  heroic  measures. 
And  it  occurred  to  me  that  the  best  chance  of  relieving  our 
patient  was  to  endeavour  to  wash  the  calculus  down  the  ureter 
by  causing  the  kidney  to  secrete  a  large  quantity  of  water  which 
would  collect  behind  it  and  mechanically  force  it  down.  I  felt 
that  by  this  plan  of  treatment  we  could  do  no  harm,  for  if  the 
water  collected  in  such  large  quantities  in  the  pelvis  of  the 
kidney  and  in  the  ureter  behind  the  calculus  as  to  cause  great 
pain  or  untoward  symptoms  it  could  easily  be  relieved  by 
aspiration  from  the  loins.  There  seemed  to  be  no  prospect  of 
the  calculus  descending  of  itself,  since  it  had  remained  for  two 
days  without  evidencing  any  tendency  to  do  so. 

In  order  to  carry  out  this  plan,  I  ordered  the  patient  to 
drink  half  a  gallon  of  distilled  water  in  the  twenty-four  hours ; 
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this  would  act  as  a  non-stimulating  diuretic  and  would  not 
cause  any  congestion  of  the  kidney,  such  as  the  so-called 
stimulating  diuretics  might  do.  At  the  same  time  I  directed 
that  his  diet  should  be  of  as  non-nitrogenous  a  character  as 
possible. 

On  February  3  (two  days  after  I  first  saw  him)  the  patient 
had  altered  manifestly  for  the  worse,  though  his  condition 
appeared  to  be  due  more  to  nervous  anxiety  than  to  anything 
else.  There  were  no  muscular  twitchings,  convulsions,  nor 
drowsiness  nor  other  symptoms  of  uraemic  poisoning.  The 
pupils  were  not  contracted.  He  had  passed  about  two  ounces 
of  urine  on  two  occasions,  once  each  day,  and  it  was  of  the 
same  pale,  limpid  character,  as  that  noted  on  my  first  visit. 
His  principal  complaint  was  his  inability  to  pass  water ;  the 
fact  of  his  not  being  able  to  do  so  appearing  to  cause  him  the 
greatest  distress.  He  did,  however,  complain  of  a  considerable 
amount  of  pain  in  the  left  lumbar  region,  and  here  there  was 
to  be  felt  a  firm,  hard,  and  resisting  circumscribed  swelling, 
which  was  perfectly  dull  on  percussion.  The  pain  did  not, 
however,  appear  to  be  very  excessive,  since  it  did  not  furnish 
the  only  or  principal  cause  of  complaint.  He  was  restless,  unable 
to  sleep,  and  said  he  had  got  tired  of  his  copious  libations  of 
distilled  water.  The  water  was  flavoured  with  a  little  pepper- 
mint, more  as  a  placebo  than  anything  else,  and  he  was  ordered 
to  take  half  the  quantity  daily.  He  continued  much  in  the 
same  state,  gradually,  however,  getting  more  restless  and  com- 
plaining, but  without  presenting  any  fresh  symptoms  until  the 
evening  of  February  5  (the  seventh  day  of  his  attack),  when 
he  was  suddenly  seized  with  an  intense  desire  to  pass  water, 
and  in  the  course  of  a  very  short  time  passed  no  less  a  quantity 
than  seven  and  a  half  pints  of  urine,  and  in  doing  so  passed 
the  three  small  calculi  which  I  have  now  the  pleasure  of  show- 
ing to  the  members  of  the  Society. 

From  this  time  his  symptoms  were  at  once  relieved ;  his 
water,  which  he  passed  in  natural  quantities,  for  a  day  or  two 
contained  a  little  blood,  but  this  soon  passed  off,  and  in  a  week 
or  two  he  was,  as  he  expressed  it,  "  quite  himself  again." 

Before  taking  my  leave  of  him  I  was,  of  course,  particular 
in  impressing  upon  him  the  most  careful  regulation  of  his 
diet,  &c. 

I  saw  no  more  of  him  until  August  4  of  last  year,  eighteen 
months  after  his  former  attack.  For  a  history  of  his  case 
during  this  period  I  am  indebted  to  Mr.  Morey.  That  gentle- 
man informs  me  that  he  continued  quite  well,  except  an  occa- 
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sional  attack  of  excess  of  uric  acid  in  the  system,  accompanied 
by  irritability  of  the  urinary  organs  aud  some  slight  gouty 
symptoms,  which  were  always  relieved  by  medicines,  until 
February,  1885,  when  he  had  a  severe  attack  of  lumbar  pain, 
which  lasted  some  hours,  followed  by  the  appearance  of  blood 
in  the  urine.  Mr.  Morey  believed  that  he  had  passed  another 
small  calculus  from  the  kidney,  which  had  either  passed  out  of 
the  bladder  and  escaped  detection,  or  else  remained  in  that 
viscus,  though  there  were  no  symptoms  of  irritation  of  the 
bladder.  The  latter  surmise  proved,  however,  to  be  the 
correct  one,  for  on  April  20,  whilst  in  the  City,  he  passed  the 
stone  by  the  urethra  in  one  of  the  public  urinals.  He  distinctly 
felt  it  pass  along  the  urethra  and  heard  it  drop,  but  it  was,  of 
course,  unfortunately  lost. 

From  this  time  he  continued  well  until  the  day  before  I 
saw  him  on  August  4,  1885. 

On  this  day  he  was  suddenly  seized  with  his  old  train  of 
symptoms,  pain  in  the  hypogastric  region,  extending  upwards 
in  the  course  of  the  left  ureter  to  the  region  of  the  kidney  and 
downwards  to  the  testicle  on  the  same  side.  The  pain  was 
accompanied  by  nausea  and  vomiting  and  inability  to  pass 
water.  Shortly,  however,  before  I  saw  him  on  August  4  he 
had  passed  some  urine,  and  his  pain  was  relieved  ;  I  supposed 
therefore  that  the  stone  had  passed  into  the  bladder,  and  that 
we  might  hope  that  he  would  pass  it  shortly  by  the  urethra, 
as  he  had  done  the  others. 

On  August  11  (seven  days  later)  he  was  again  seized  with 
inability  to  pass  water,  but  it  was  now  clearly  due  to  another 
cause,  for  the  bladder  was  full.  A  catheter  was  passed,  and 
after  some  difficulty  was  introduced  into  the  bladder  and  the 
water  drawn  off.  The  difficulty  arose  from  a  calculus  having 
become  impacted  in  the  urethra  near  the  neck  of  the  bladder, 
and  it  was  pushed  backwards  into  its  cavity  during  the  attempt 
to  pass  the  instrument. 

From  this  date  he  became  seriously  ill,  complained  of 
intense  headache  and  giddiness.  He  was  frequently  sick  and 
had  constant  hiccough.  The  face  was  congested  and  the  con- 
junctivae were  injected.  This  was  followed  by  delirium,  which 
rapidly  passed  into  coma,  and  death  took  place  on  August  17. 

After  considerable  difficulty  we  obtained  permission  from 
the  widow  to  examine  the  urinary  organs,  but  only  on  the 
express  condition  that  we  did  not  interfere  with  any  other 
parts  of  the  body  and  removed  nothing. 

The  right  kidney  was  extremely  small,  measuring  about  one 
VOL.  XIX.  18 
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inch  and  a  half  or  two  inches  in  length,  and  evidently  weighing 
only  a  few  drachms.  Its  capsule  was  adherent,  its  surface 
very  granular,  there  were  numerous  cysts  in  its  substance, 
and  the  secreting  substance  was  much  diminished,  in  fact, 
almost  absent.  The  renal  artery  passing  to  it  was  of  very 
small  size,  so  as  scarcely  to  admit  of  the  passage  of  a  small 
probe.  The  left  kidney  was  twice  its  natural  size.  Its  surface 
was  red  and  congested,  and  the  capsule  stripped  off  readily. 
On  section  the  structure  appeared  coarser  than  natural,  and 
the  secreting  structure  much  injected  and  relatively  increased 
in  bulk. 

In  the  pelvis  of  the  kidney,  partially  obstructing  the  orifice 
of  the  ureter,  was  a  stone  about  the  size  of  a  large  pea,  and 
studded  throughout  the  substance  of"  the  organ  were  five  or 
six  other  smaller  calculi. 

The  ureter  of  the  right  kidney  was  very  small,  but  pervious 
throughout.     The  left  ureter  was  natural. 

The  bladder  contained  a  small  calculus,  rather  larger  than 
the  one  in  the  pelvis  of  the  kidney.  The  viscus  presented  no 
evidence  of  disease. 

In  conclusion,  I  do  not  know  that  there  are  any  comments 
which  I  can  make  on  this  case,  except  to  remark  upon  the 
remarkable  tolerance  with  which  the  kidney  bore  the  great 
distension  which  it  must  have  undergone  from  the  large 
collection  of  fluid  which  must  have  taken  place  in  its  pelvis. 

It  would  seem  probable  that  the  stones  were  lodged  at  the 
orifice  of  the  ureter  into  the  bladder,  and  that  this  tube  was 
dilated,  as  well  as  the  pelvis  of  the  kidney,  to  accommodate 
the  large  quantity  of  water  which  must  have  been  contained 
in  these  structures. 

This  seems  probable  from  three  circumstances  :  1st,  the 
swelling  which  was  noticed  on  the  second  day  after  he  com- 
menced taking  the  distilled  water,  appeared  to  lie  in  the  course 
of  the  ureter  and  to  be  somewhat  sausage  shaped,  though  on 
account  of  the  fat  on  the  abdominal  wall,  the  distension  of  the 
intestine  with  flatus,  and  the  pain  which  it  occasioned,  no  very 
accurate  examination  could  be  made;  2nd,  because  at  the 
commencement  of  the  attack  there  were  symptoms  which 
indicated  that  the  stone  was  passing  down  the  ureter ;  and 
3rd,  because  when  he  was  relieved  and  the  stone  dislodged, 
the  relief  was  sudden  and  unaccompanied  by  any  pain  or  other 
symptoms  of  the  stone  passing  down  the  ureter. 
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XLVI. — Case   of   AneAirism   of  Hepatic   Artery.     By 
Richard  Caton,  M.D.     Read  May  28,  1886. 

I  VENTURE  to  bring  this  case  before  the  notice  of  the 
Clinical  Society  chiefly  on  account  of  its  great  rarity. 

Only  ten  cases  have  as  yet  been  described.  Of  these  two 
occurred  in  Great  Britain,  three  in  France,  three  in  Germany, 
one  in  Austria,  and  one  in  Canada.  In  two  or  three  instances 
the  notes  preserved  are  not  of  a  very  careful  or  satisfactory 
nature,  and  in  these  cases  the  diagnosis  may  be  open  to 
question.* 

I  will  first  briefly  narrate  the  particulars  of  the  new  case 
which  I  have  to  bring  forward,  and  then  state  in  what  respects 
it  bears  upon  the  general  pathology  of  the  disease,  as  ascer- 
tained from  previous  cases. 

J.  C,  seaman,  aet.  40,  was  admitted  into  my  wards  in  the 
Northern  Hospital,  Liverpool,  on  August  8,  suffering  intense 
cutting  pain  in  the  right  hypochondrium.  He  was  in  a  state 
of  partial  collapse,  with  cold  perspirations  and  feeble  pulse. 
Under  the  influence  of  stimulants  and  the  hypodermic  injection 
of  morphia  he  rallied,  and  the  pain  gradually  diminished. 

As  soon  as  he  was  able  to  answer  questions  composedly  the 
following  previous  history  was  elicited. 

He  had  enjoyed  excellent  health  all  his  life  until  the  pre- 
vious Christmas,  when  he  was  seized  with  an  attack  of  pain 
similar  to  the  present,  though  less  in  degree.  He  was  laid 
up  for  a  fortnight,  and  was  jaundiced.  He  recovered  from 
the  pain  and  jaundice  and  returned  to  sea,  and  continued 
perfectly  well  for  seven  months  until  five  days  ago,  when  the 
pain  returned. 

Condition  on  admission. — When  received  patient  was,  as  I 
have  said,  in  a  condition  of  collapse,  from  intense  abdominal 
pain.  Pulse  92,  feeble,  temp.  98'4°.  Skin  covered  with 
beads  of  cold  perspiration.  When  patient  had  so  far  rallied 
that  an  examination  was  possible  it  was  found  that  the  pain 
was  referred  to  right  hypochondrium  and  epigastrium.  Pres- 
sure could  scarcely  be  endured  in  either  region.  Percussion 
over  the  liver  was  painful.  Dulness  3^  inches  in  mammary 
line.     A  slight  increase  in  fulness  and  resistance  was  observed 

*  Authort.  —  Stokei',  Ledieu,  Sestier  and  Lebert,  Wallmann,  Quincke, 
Borchers,  Staudthartuer,  Ross  and  Ostler. 
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in  right  half  of  epigastric  region,  and  a  rounded  mass,  tender 
on  pressure,  was  felt  below  the  liver,  a  little  to  left  of  mammary 
line.  This  was  supposed  to  be  a  largely  distended  gall- 
bladder. Tongue  furred.  Skin  and  conjunctivse  jaundiced. 
Patient  states  that  the  bowels  acted  copiously  yesterday,  and 
that  the  evacuations  were  loose  and  dark  coloured.  Abdo- 
minal walls  enlarged. 

Thorax. — Cardiac  sounds  normal.  Area  of  dulness  in- 
creased.    Pulmonary  sounds  normal.     Other  systems  normal. 

Towards  evening  the  pain  entirely  subsided. 

I  regret  to  say  that  I  did  not  diagnose  this  case.  I 
believed  it  to  be  obstructive  jaundice  from  gallstones.  There 
was  only  one  difficulty :  the  man  persisted  that  the  stools 
passed  yesterday  were  very  dark  in  colour.  I  could  not 
understand  this.  He  was  put  on  ordinary  treatment,  rest 
and  simple  diet.  He  had  fomentations  over  the  liver  and 
morphia  injections. 

August  9. — Patient  remained  in  the  same  condition,  free 
from  pain.  Temp.  99*4°  in  morning,  pulse  92.  In  the 
evening  temperature  rose  to  102*8°. 

August  10. — Pain  returned,  and  tenderness  on  pressure 
over  liver  increased.  Vomiting  occurred.  Jaundice  was 
deeper.  Pulse  100.  Morning  temperature  101°,  evening 
101*2°.     Patient  kept  fairly  comfortable  by  morphia. 

August  11. — Still  some  pain  and  a  little  vomiting.  Morn- 
ing temperature  99'8°,  evening  101°.  Bowels  acted.  Stools 
containing  blood-clots.  This  was  the  first  time  we  had  had 
evidence  of  the  presence  of  blood  in  the  stools,  and  we  now 
understood  this  to  be  the  condition  to  which  the  patient 
had  referred  on  the  day  of  admission. 

I  now  reviewed  my  diagnosis,  and  endeavoured  to  find  out 
if  the  hgemorrhage  could  be  in  any  way  connected  with  the 
other  symptoms.  I  knew  that  haemorrhage  sometimes  occurred 
from  the  ducts  in  acute  obstruction,  but  the  amount  here  pre- 
sent was  too  great  to  be  accounted  for  on  this  hypothesis. 
Finally,  it  seemed  best  to  stand  by  the  original  diagnosis,  and 
to  suppose  that  a  haemorrhage  had  occurred  from  the  bowel 
or  stomach,  and  that  its  coexistence  with  the  other  symptoms 
was  merely  accidental. 

August  12. — Pain  better  all  day.  Two  stools  were  passed 
containing  blood.  Tongue  thickly  furred.  Temp.  99*4°  in  the 
morning,  102®  at  8  p.m. 

At  11.15  that  night  the  house  physician  and  night  nurse 
were  hastily  summoned  to  the  ward.     The  patient  had  uttered 
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loud  cries,  and  was  seen  to  throw  himself  on  to  the  floor. 
They  found  him  lying  on  the  ground  apparently  dead.  He 
was  almost  unconscious,  the  pulse  was  scarcely  perceptible,  his 
face  was  pale  and  sunken,  and  large  beads  of  sweat  stood  on 
his  forehead. 

He  was  lifted  into  bed,  3j  of  brandy  was  given,  and  gr.  ss 
of  morphia  injected  subcutaneously.  He  gradually  rallied, 
and  was  able  to  give  an  account  of  the  seizure. 

It  appears  that  he  was  wakened  by  sudden  and  intense 
pain  in  the  right  hypochondrium  and  umbilical  region.  The 
intolerable  pain  led  to  violent  struggles,  in  the  course  of  which 
he  fell  out  of  bed. 

On  palpation  a  distinct  round  movable  tumour,  of  the  size 
of  a  large  hen's  egg,  was  felt  below  the  liver,  and  this  could 
be  felt  to  rub  with  a  grating  friction  against  the  abdominal 
wall  with  every  inspiratory  and  expiratory  movement. 

Vomiting  came  on,  and  a  large  amount  of  blood  was 
thrown  up.  Ergotine  and  other  remedies  were  used,  but  the 
patient  gradually  sank,  and  died  in  the  night. 

Autopsy  on  August  13. — On  examining  the  liver  a  globular 
aneurism  about  an  inch  in  diameter  was  found  in  the  hepatic 
artery.  It  had  burst  into  the  common  bile-duct,  the  blood  had 
passed  back  and  injected  all  the  large  bile-ducts  in  the  substance 
of  the  liver.  It  had  traversed  the  cystic  duct  and  distended 
the  gall-bladder,  while  a  very  large  quantity  had  passed  into 
the  duodenum,  thence  upwards  into  the  stomach,  and  down- 
wards into  all  parts  of  the  intestine. 

A  small  hard  clot  was  found  in  the  sac  of  the  aneurism. 
Liver  substance  healthy. 

The  other  organs  of  the  body  were  healthy. 

Reviewing  the  records  of  previous  cases,  it  appears  that  the 
symptoms  are  very  variable.  The  symptom  invariably  present 
is  pain.  Next  most  frequent  is  jaundice.  Then  a  tumour 
is  discoverable  on  examination  of  liver,  sometimes  pulsating. 
Lastly,  haemorrhage  into  the  alimentary  canal  occurred  in 
four  cases. 

The  ages  of  four  of  the  patients  are  not  given.  The  fol- 
lowing are  the  ages  of  the  residue:  17,  25,  30,  35,  36,  54. 
Average  33.     The  age  of  my  own  case  was  40. 

The  size  of  the  aneurism  is  only  stated  in  seven  cases  :  1 
size  of  small  marble,  2  hazel  nut,  1  pigeon's  egg,  1  chestnut,  1 
orange,  and  1  size  of  child's  head. 

The  immediate  causes  of  death,  when  death  occurred,  were 
the  following  : 
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1  case  recovered,  coagulation  and  occlusion  of  sac  taking 
place. 

In  2  rupture  took  place  into  abdominal  cavity. 

In  3  „  „  bile-duct. 

In  1  ,,  „  gall-bladder. 

In  1  exhaustion  and  gangrene. 

In  1  multiple  abscess  of  liver  from  propagation  of  clots. 

In  1  not  stated. 
There  is  little  to  be  said  about  treatment.  If  diagnosed 
in  time  perfect  rest  and  a  restricted  diet  might  act  as  in 
other  aneurisms,  but  the  greatest  difficulty,  I  fear,  is  that  the 
patient  will  in  most  cases  be  dead  before  the  true  nature  of 
his  ailment  is  made  out. 
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XLVII. — 071  the  Treatment  of  Noevus  by  Excision.  To 
which  is  Appended  a  Clinical  Analysis  of  564  Cases 
of  Ncevus ;  together  with  the  Microscopic  Nature  of 
this  Condition.  By  Robert  William  Parker.  Bead 
May  28,  1886. 

SARAH  H.,  eet.  10  montlis,  was  brouglit  to  the  East  London 
Hospital  for  Children  on  May  1,  1885^  on  account  of  a 
large  mixed  naevus,  situate  between  the  scapulae,  over  the 
upper  dorsal  spinous  processes.  It  was  congenital,  and  had 
grown  continuously  since  birth ;  especially  during  the  past  two 
or  three  weeks  growth  had  been  very  rapid  and  the  child  had 
seemed  uneasy.  When  first  seen  by  me,  the  nsevus  measured 
2^x21  inches;  it  was  more  or  less  circular  in  outline,  con- 
siderably elevated  above  the  adjoining  surface,  rising  gradually 
from  the  periphery  towards  the  centre.  The  central  cutaneous 
part  was,  for  the  most  part,  of  a  bright  red  colour,  about  If 
inches  across,  but  presented  also  little  islets  of  white  cicatricial 
tissue,  the  result  of  a  former  treatment  by  caustics,  which  had 
been  tried  when  the  child  was  between  two  and  three  months 
old.  The  subcutaneous  portion  formed  the  chief  bulk  of  the 
naevus.  There  was  no  pulsation ;  the  skin  over  it  was  normal 
in  colour. 

Operation. — An  elliptical  incision  was  made,  obliquely  from 
above  downwards,  so  as  to  include  the  involved  cutaneous 
portion.  The  skin  and  subcutaneous  tissue  were  then  dissected 
off  on  either  side,  and  the  nsevus  fully  exposed.  Having  arrived 
beyond  its  edge,  it  was  easily  shelled  off  its  deeper  attachments, 
except  at  one  or  two  points  where  the  nutrient  vessels  appeared 
to  enter,  and  around  which  the  ngevus  seemed  to  be  spreading; 
the  vessels  were  ligatured  and  the  najvus  removed  without 
difficulty,  after  which  the  edges  of  the  wound  were  carefully 
adjusted  with  catgut  sutures,  painted  over  with  iodoformed 
collodion,  and  a  dry  dressing  applied. 

There  was,  unfortunately,  not  much  primary  union,  but  the 
edges  of  the  incision  were  kept  close  together  with  fenestrated 
strapping  and  the  dry  iodoform  dressing  continued.  The 
child  was  sent  out  of  the  hospital  within  three  weeks. 

On  admission,  the  temperature  was  100°  F.   and  rose  to 
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100"8°  F.  in  the  evening,  after  operation  on  May  3;  it  rose 
again  on  two  or  three  subsequent  occasions  to  100°  F.  without 
obvious  cause,  but  otherwise  was  scarcely  raised  above  normal. 
After  removal,  the  naevus  was  cut  into  from  its  deeper 
surface  and  was  found  to  contain  about  1  oz.  of  blood-stained 
inodorous  pus ;  the  interior  was  rough,  corrugated  and  divided 
into  numerous  loculi  by  strands  of  soft  shreddy  (pyogenic) 
tissue  running  across  the  cavity.  This  condition  of  the 
ngevus  cleared  up  some  points  in  the  clinical  history  of  the 
case  for  which  I  could  not  account,  viz.  the  rapid  growth  which 
was  stated  to  have  taken  place  during  the  preceding  week  or 
two,  the  pain  experienced  by  the  child,  and  the  pyrexia. 
Though  referred  to  by  Holmes,  Weinlechner,  and  other  writers, 
this  is  the  only  case  in  which  I  have  ever  seen  suppuration 
occur  within  a  nsevus.  The  latter  writer  states  that  suppura- 
tion and  even  gangrene  may  occur,  and  may  result  from 
injury,  or  set  in  after  erysipelas,  or  may  occur  as  an  ordinary 
phlegmon.  I  subsequently  made  careful  inquiries,  but  no 
history  of  injury  could  be  obtained  in  this  case. 

Remarks. — Although  I  only  record  this  one  case  in  detail, 
I  may  say  that  I  have  excised  a  large  number  of  nasvi,  and 
from  almost  every  region  of  the  body,  and  now  prefer  this 
plan  to  any  other  for  the  mixed  variety. 

The  methods  of  treatment  at  present  in  vogue  may  be 
summarised  as  follow  :  caustics,  cauteries,  subcutaneous  liga- 
ture, injection  of  coagulants,  electrolysis,  and  excision.  The 
use  of  collodion,  vaccination,  pressure,  and  cold  are  hardly 
worthy  our  attention.  Of  these  methods  I  consider  excision 
as  the  most  radical,  the  least  painful,  and  the  most  certain. 

For  cutaneous  nsevi,  there  is  no  better  application  than 
fuming  nitric  acid.  Freely  applied  with  a  glass  brush  and 
allowed  to  extend  just  beyond  the  margin  of  the  growth,  one 
application  usually  suffices  to  effect  a  cure.  When  not  irritated, 
the  necrosed  portion  gradually  dries  up,  and  forms  a  scab, 
beneath  which  complete  cicatrisation  may  take  place.  More 
usually,  however,  and  especially  in  delicate  skins,  the  necrosed 
tissue  is  shed,  leaving  a  granulating  surface  which  quickly 
heals,  and  in  the  course  of  a  few  weeks  or  months  becomes  a 
white  supple  cicatrix.  An  application  of  fuming  nitric  acid  is 
often  sufficient  also  for  nasvi  of  the  mixed  variety,  that  is  to 
say  for  those  which  are  partly  cutaneous  and  partly  subcu- 
taneous. The  more  the  cutaneous  predominates  over  the 
subcutaneous  portion  the  greater  the  chance  of  success.     The 
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acid  "will  be  found  useful  to  destroy  the  cutaneous  portion  of  a 
naevus,  when  from  any  cause  more  radical  measures  are 
temporarily  counter-indicated.  In  not  a  few  of  these  cases 
the  inflammatory  process  finds  its  way  from  the  surface  to  the 
deeper  parts,  and  leads  to  their  obliteration  by  cicatricial 
ingrowth. 

The  application  of  weak  acids  is  to  be  deprecated.  They 
cause  inflammation  of  the  skin,  but  do  not  destroy  the  nasvus ; 
in  this  manner  growth  is  rather  promoted.  The  acid  must  be 
of  the  strongest  kind ;  the  so-called  fuming  commercial  acid 
is  best  adapted  for  the  purpose.  The  acid  should  be  preserved 
in  carefully  closed  bottles,  as  it  weakens  on  exposure  to  the 
air,  by  absorption  of  moisture. 

In  cases,  where  the  subcutaneous  portion  forms  the  sole  or 
chief  part  of  a  nsevus,  something  more  penetrating  than  any 
caustic  will  be  found  necessary.  One  of  the  oldest  measures 
is  the  actual  cautery ;  it  may  be  applied  either  in  the  form  of 
needles,  or  in  some  grosser  manner,  and  will  doubtless  prove 
efficacious.  Fine  platinum  needles  heated  by  galvanism,  or 
Paquelin's  thermo-cautery  will  be  found  very  convenient  if  the 
cautery  treatment  be  decided  upon;  in  naevi  of  any  size, 
several  applications  of  the  needles  will  be  required. 

Subcutaneous  ligature  I  regard  as  a  barbarous  practice. 
On  this  account,  as  well  as  because  of  its  uncertainty,  and  the 
long  duration  of  the  treatment,  I  have  not  practised  the 
method  for  years  past.  I  have  likewise  relinquished  the  plan 
of  injecting  naevi,  as  much  on  account  of  the  fatal  accidents 
which  have  been  recorded  to  have  followed  this  plan  of  treat- 
ment, as  on  account  of  the  unsatisfactory  results  on  the  neevus 
itself.  Some  years  ago  I  iniected  a  large  ngevus  situated  in 
the  middle  of  the  upper  lip,  having  first  compressed  the 
coronary  vessels  on  the  two  sides  to  prevent  the  coagulating 
material  from  being  carried  into  the  circulation.  No  other 
harm  followed  than  a  monstrous  slough,  which  finally  left  a 
gap  not  unlike  a  harelip  and  which  had  to  be  so  treated. 

The  only  other  treatment  besides  excision  yet  to  notice  is 
electrolysis.  Of  this  I  would  say  that,  when  from  position, 
size,  or  other  circumstance  excision  of  the  naevus  is  con- 
traindicated,  electrolysis  is  the  best  plan  to  fall  back  upon. 
In  cases  of  soft,  semi-cavernous  naevi,  that  is,  in  which  the 
vessels  are  believed  to  be  dilated  into  spaces,  electrolysis  may 
be  very  advantageously  tried.  Several  platinum  needles, 
according  to  the  size  of  the  nsevus,  attached  to  the  positive 
pole,  may  be  passed  in,  and  the  circuit  completed  by  placing 
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a  sponge-covered  rheophore  on  the  surface  somewliere  near  at 
hand.  In  the  ordinary  subcutaneous  variety  needles  connected 
"with  both  poles  may  be  inserted  (their  points  should  not  touch), 
five  to  tenor  fifteen  cells  being  used,  according  to  circumstances, 
for  ten  or  fifteen  minutes ;  the  current  may  be  advantageously 
reversed  once  or  twice  during  this  time.  As  a  rule  more  than 
one  application  is  necessary,  and  sometimes  the  electrolysis 
may  have  to  be  repeated  several  times  before  the  naevus  is 
completely  destroyed.  In  the  mixed  variety,  instead  of  a 
sponge-covered  rheophore,  a  platinum  disc  may  be  used  to 
complete  the  current.  By  holding  the  disc,  which  should  as 
far  as  possible  correspond  in  size  and  shape  with  the  (pre- 
viously moistened)  nsevoid  skin,  closely  applied,  destruction 
of  the  skin  can  be  effected.  A  dead  white  area  of  necrosed 
skin  will  result  and  in  course  of  time  slough  out.  The 
extent  to  which  the  skin  should  be  destroyed  requires  careful 
regulation ;  the  uncertainty  of  the  battery,  its  better  working 
on  some  days  than  others  without  appreciable  cause,  and  the 
idiosyncracies  of  tissue  in  diiferent  individuals,  must  all  be 
taken  into  account.  It  is  advantageous  to  use  a  galvanometer, 
and  then  the  strength  of  the  current  can  be  accurately 
measured.  For  nsevi  on  the  cheek  or  on  the  nose  the  needles 
can  be  introduced  from  within  the  mouth  or  the  nostril,  and 
thus  all  scar  avoided. 

Excision  of  nasvus  is  a  very  old  plan  of  treatment.  Save  in 
a  few  exceptional  cases  and  places,  I  believe  it  to  be  the  most 
widely  applicable  of  any  of  the  methods  of  treatment  to  which 
reference  has  been  made.  When  a  naevus  is  quite  subcuta- 
neous and  the  superjacent  skin  normal,  an  incision  should  be 
made  over  the  centre  of  the  nsevus,  and  the  skin  turned  back 
as  two  flaps ;  but  when  the  skin  is  involved  it  is  better  to 
remove  it  along  with  the  deeper  part  by  means  of  a  long 
elliptical  incision.  In  one  case  in  which  I  tried  the  method 
advocated  by  Mr.  Teale  some  years  ago,  of  detaching  the 
nsevus  from  the  affected  skin,  I  had  subsequently  to  destroy 
the  superficial  part  of  the  nsevus  with  nitric  acid,  for  no  sooner 
was  the  wound  healed  than  the  naevus  began  to  spread  on  the 
surface.  As  a  rule  there  is  no  difiiculty  in  bringing  the  edges 
of  the  wound  together  after  a  considerable  piece  of  skin  has 
been  removed.  Even  on  the  forehead,  by  detaching  the  skin 
and  subcutaneous  tissue  from  the  pericranium,  a  considerable 
gap  can  be  filled  up  without  causing  undue  tension.  It  is 
desirable  to  put  in  the  sutures  very  close  together,  in  order  to 
distribute  tepsion  as  much  as  possible.     Care  must  be  taken 
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to  make  the  edges  of  the  incision  fit  accurately,  as  if  they  curl 
inwards,  primary  union  is  not  likely  to  ensue.  I  have  occa- 
sionally made  a  linear  incision  parallel  to,  and  at  a  short  dis- 
tance from,  the  main  incision,  with  a  view  to  relieve  tension, 
and  have  found  the  plan  answer  well. 

I  have,  notwithstanding,  been  disappointed  in  not  securing 
primary  union  in  some  of  the  cases,  and  at  first  was  much 
distressed  at  my  want  of  success ;  but  by  keeping  the  edges 
of  the  incision  as  nearly  together  as  possible  by  means  of 
fenestrated  strapping  I  have  been  astonished  and  pleased  to 
see  how  small  a  scar  ultimately  results.  This  has  led  me 
latterly  to  remove  deep  naevi,  even  when  from  their  position 
or  shape  or  size  I  could  scarcely  expect  primary  union,  and 
where  indeed  I  did  not  attempt  to  secure  it.  In  operating  on 
a  child  with  a  circular  nsevus  between  the  bridge  of  the 
nose  and  the  eye,  I  found  I  could  not  close  the  wound 
without  puckering  its  edges;  on  this  account,  and  because  I 
feared  displacement  of  the  eyelid  and  the  tear  punctum,  I 
allowed  the  wound  to  close  by  granulation,  which  it  speedily 
did,  a  hardly  perceptible  scar  remaining. 

Thus  it  will  be  seen  that  I  advocate  excision  for  subcuta- 
neous and  mixed  nsevi,  not  only  because  it  is  a  radical  cure, 
and  because  a  mere  linear  cicatrix  is  the  only  sign  that  may  be 
left  even  of  a  large  neevus,  but  also  on  the  ground  that  when 
primary  union  of  the  incised  tissues  is  not  obtained,  a  less 
unsightly  scar  remains  than  after  almost  any  other  treatment 
that  can  be  adopted.  Moreover,  the  duration  and  the  subse- 
quent after-treatment  of  the  case  are  reduced  to  a  minimum. 
After  any  other  method  of  treatment,  relapse  is  by  no  means 
infrequent ;  in  some  few  cases  I  have  seen  a  most  inveterate 
tendency  to  relapse.  This  begins  either  by  the  appearance  of 
a  halo  of  delicate  vessels,  or  as  minute  bright  red  points,  gene- 
rally near  the  margin  of  the  scar. 

It  is  thus  possible  that  excision  may  even  be  called  for  in 
addition  to  other  plans  of  treatment — another  argument  in 
favour  of  adopting  it  a 6  initio. 

The  scars  occasionally  become  keloid,  but  in  my  experience 
this  condition  gradually  disappears  again.  In  the  case  of 
large  and  very  white  scars  on  the  neck  and  shoulders  of  girls 
who  may  wish  to  wear  low  dresses,  tattooing  may  be  under- 
taken. 
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Analysis  of  564  Cases, 

I  have  thought  it  might  not  be  without  interest  to  give  a 
few  general  clinical  details  concerning  this  very  common  con- 
dition. During  the  past  six  or  seven  years  not  less  than  564 
cases  of  naevus  have  been  treated  among  my  out-patients  at 
the  Bast  London  Hospital  for  Children.  Of  these  172  (32-1 
per  cent.)  were  males;  365  (67*9  per  cent.)  females;  and  in 
27  the  sex  is  not  stated.  This  preponderance  op  girls  over 
boys,  though  not  a  new  fact,  is  remarkable. 

With  very  few  exceptions,  the  naevi  were  stated  to  be 
CONGENITAL  j  in  Only  eight  or  ten  cases  was  it  reliably  stated 
that  the  naevus  had  appeared  after  birth.  In  many  cases  they 
appeared  as  mere  ''specks,"  growing  more  or  less  rapidly; 
sometimes  they  were  quite  large  at  birth ;  in  a  few  instances 
they  remained  stationary,  but  growth  and  extension  were  the 
usual  features.  The  nsevi  often  appeared  in  the  first  instance 
as  a  group  of  minute  specks,  gradually  coalescing  into  one 
large  patch.  I  incline  strongly  to  the  belief  that  nxvi  are 
always  congenital.  They  may  not  always  occur  as  visible  cuta- 
neous nsevi,  but  in  the  cases  thought  to  be  non-congenital  it 
seems  probable  that  a  small  subcutaneous  naevus  exists  at 
birth,  which  gradually  spreads  to  the  skin,  and  becomes 
visible  only  when  the  child  has  attained  some  months  or  years 
of  life. 

Age  op  Patients  when  brought  for  treatment. 


Under  3  months 

.  2051 
.  185  J 

.390 

>>      '^       f} 

.     72 

„    12       „ 

.     38 

„      2  years 

.     41 

Between  2  and  15  years 

.     17 

3  years 

.     9  cases 

4    „ 

2     „ 

5    „ 

3     „ 

7    „ 

.     1  case. 

11    » 

1     „ 

15    „ 

1     ,. 

Age  not  stated  . 


6=664 


Seat  op  the  N^vus. — In  ninety  cases  there  were  multiple 
nsevi,  the  scalp  being  affected  40,  and  the  face  31  times,  beside 
other  parts  of  the  body.     In  one  case  there  were  11  nsevi,  in 
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one  7,  in  two  5,  in  many  cases  3,  while  in  the  remainder  there 
were  2  nsevi.     The  nsevi  were  not  all  of  the  same  variety  when 
multiple,  all  three  varieties  being  occasionally  present. 
In  320  of  the  cases  the  naevus  was  situated  on  the  : 


Scalp 
Face 


94  times. 
95,  viz. 


Forehead 
Ear 

Nose 
Cheek     . 

Eyelids  . 
Lips 


Neck 


32 
13 

7 
10,  including  4  parotid 

naevi. 
6 

10,  including  4  on  mu- 
cous     membrane, 
and  1  sublingual. 
17  =  95. 


Upper  extremity  18 
Lower        „ 
Trunk 
Genitals 


24 
96 

12,  viz.  r  Labia     .         .  9  cases. 
-<  Mens  Veneris    1  case. 
(^Scrotum  .  2  cases. 


In  the  remaining  cases  the  seat  of  the  neevus  is  not  stated 
in  my  notes. 

Vakibties. — Clinically,  naevus  can  most  appropriately  be 
divided  into  : 

Cutaneous. — Those  affecting  the  skin  only ; 

Subcutaneous. — Those  affecting  the  subcutaneous  tissue 
only ;  and 

Mixed. — Those  partaking  more  or  less  of  the  two  former 
varieties,  and  in  which  one  or  other  may  predominate. 

Of  the  564  cases,  the  cutaneous  variety  formed  about  15 
per  cent,  of  the  whole ; 

The  purely  subcutaneous  about  4  per  cent. ;  and 

The  mixed,  by  far  the  larger  majority,  with  the  exception 
of  a  few  unusual  and  irregular  forms,  constituted  the  re- 
mainder. 

The  irregular  cases  include  the  case  related  at  the  com- 
mencement of  this  paper  (suppuration  within  the  sac)  ;  four 
cases  undergoing  cystic  degeneration ;  two  cases  which  con- 
sisted partly  of  fat,  and  partly  of  naevus  tissue,  and  some  cases, 
in  which  there  was  more  or  less  pigment  besides  naevus  (naevoid 
moles). 

Many   cases  of  so-called  "  port- wine "  mark  have  come 
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under  observation,  but  I  have  not  included  these  in  my  paper, 
as  I  have  no  new  observations  to  offer  thereon.  In  young 
infants  at  birth  it  is  not  at  all  unusual  to  see  slight  degrees 
of  staining,  due  to  some  abnormal  condition  of  the  blood- 
vessels ;  but  this  staining  for  the  most  part  disappears  spon- 
taneously during  the  early  months  of  life. 

Colour. — Among  the  foregoing,  all  shades  from  bright 
scarlet  to  plum  colour,  were  observed.  Sometimes  the  surface 
was  dull,  sometimes  quite  shiny ;  sometimes  the  nsevus  was 
quite  flat,  sometimes  considerably  raised  and  papillated.  I 
have  seen  some  with  overhanging  margins,  somewhat  mushroom 
like.  They  are  often  covered  with  hairs,  even  when  situated 
on  parts  not  usually  hairy;  the  hairs  are  then  coarse  and 
hypertrophied.  The  orifices  of  the  skin  glands,  usually  coarse 
and  hypertrophied,  can  often  be  seen  on  the  surface  of  these 
nsevi. 

Spontaneous  Ulceeation. — In  nineteen  of  the  cases,  spon- 
taneous ulceration  was  going  on  when  first  seen,  while  in 
many  others  it  was  evident  that  a  similar  ulceration  had  taken 
place,  from  the  presence  of  cicatrix  on  the  surface  of  the 
naevus,  not  brought  about  by  treatment.  It  would  thus  appear 
that  spontaneous  ulceration  is  by  no  means  a  rare  condition ; 
it  is  remarkable  how  seldom  haemorrhage  occurs  under  these 
circumstances.  In  one  case  only  have  I  seen  any  considerable 
amount,  and  this  occurred  in  a  child  with  a  well-marked 
hsemorrhagic  diathesis. 

Spontaneous  Cure. — Though  mentioned  in  text-books,  I 
have  not  myself  met  with  any  cases  of  spontaneous  cure. 
After  destruction,  by  caustics,  of  the  cutaneous  portion,  the 
subcutaneous  part  may  cease  to  spread ;  doubtless  the  inflam- 
matory process  finds  its  way  into  the  deeper  structures  and 
helps  to  obliterate  the  vessels.  I  should  not  advise  leaving  a 
naevus  on  any  prominent  position  untreated  in  the  hope  that  a 
spontaneous  cure  might  set  in ;  the  more  probable  result  would 
be  a  great  increase  in  its  size. 

Heredity,  and  family  predisposition. — In  a  certain  number 
of  cases,  a  distinctly  hereditary  history  was  obtained.  I  have 
not,  however,  made  inquiries  on  this  score  in  the  majority  of 
my  patients,  and  the  details  are  therefore  very  incomplete. 
In  many  of  the  cases  I  found  that  other  children  in  the  same 
family  were  the  subjects  of  nsevus.  Nor  have  I  found  any 
causes  predisposing  to  the  development  of  naevus.  In  only 
one  case,  have  I  recorded  a  haemorrhagic  diathesis  as  present. 
Syphilis    was   not   present   in   an   undue   proportion   of   the 
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children.  Rickets,  on  the  other  hand,  was  present  in  a  con- 
siderable number  of  cases,  not  as  a  cause,  but  as  a  coincidence 
due  to  the  fact  that  so  many  children  show  signs  of  rickets 
at  the  ages  when  these  cases  came  under  observation. 

In  this  association,  the  presence  of  craniotabes,  which,  in 
my  opinion,  is  essentially  a  manifestation  of  rickets  in  infancy, 
in  a  considerable  number  of  cases  is  very  interesting  and 
remarkable.  In  157  cases  in  which  the  condition  was  looked 
for,  craniotabes  was  present  in  56  cases  (35  per  cent.),  viz. 
males  21,  females  85.  Of  these,  24  children  were  under  three 
months  of  age ;  28  were  between  three  and  six  months  of  age , 
and  4  between  six  and  nine  months  of  age. 

The  Microscopic  Characters  of  N^vus.  —  Though  nsevi  vary 
much  according  to  their  age  and  position  they  nevertheless 
present  certain  pretty  constant  features.  Old  and  stationary 
uaevi  are  sometimes  found  to  be  undergoing  cystic  degene- 
ration ;  others  to  be  slowly  disappearing,  owing  to  the  ingrowth 
of  connective  tissue.  When  removed  from  young  infants,  and 
especially  such  as  are  increasing  in  size,  naevi  will  be  found  to 
consist  most  frequently  of  hypertrophied  arterioles  situated 
among  such  other  structures  as  are  common  to  the  locality. 
Thus,  on  the  scalp  and  about  the  face,  which  are  both  seats 
of  election,  the  nsevus  growth  will  be  found  among  and  sur- 
rounding the  hair-follicles,  the  sebaceous  and  sweat-glands. 
In  a  minority  of  cases  the  nsevoid  vessels  appear  to  be  chiefly 
venous.  It  would  therefore  appear  that  naevus  is  essentially 
some  congenital  pathological  condition  of  the  capillary 
plexuses  which  normally  surround  the  appendages  of  the  skin, 
especially  the  hair-follicles,  or  of  the  vascular  loops  found  in 
the  papillae  of  the  true  skin. 

When  a  growing  naevus  of  any  size  is  examined  the  exact 
starting-point  cannot  be  made  out ;  but  from  the  fact  that  all 
the  adjacent  structures  are  hypertrophied — hairs  and  their 
follicles,  sweat-glands,  sebaceous  glands,  &c. — it  would  seem 
probable  that  the  morbid  tendency  commenced  long  before 
birth.  Clinically  a  distinction  between  arterial  and  venous 
naevi  cannot  be  established  with  accuracy.  I  have  found  the 
arterial  variety  much  more  common  microscopically;  in  one 
instance  in  which,  during  life,  the  naevus  had  been  of  a  dusky 
bluish-red  colour,  and  therefore  presumably  venous,  the  micro- 
scope discovered  the  growth  to  consist  of  the  typically  thick- 
walled  arteries,  which  Virchow  says  may  be  so  easily  mistaken 
for  gland-ducts. 

The  naevi  examined  were  continuous  with  the  skin  s^nd 
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subcutaneous  tissue,  but  separated  from  the  deep  fascia  by  a 
delicate  capsule,  and  readily  peeled  off ;  in  a  few  cases,  how- 
ever, the  growth  has  been  found  to  have  invaded  the  muscle 
and  its  investing  fascia.  When  this  has  occurred,  it  has  been 
along  the  course  of  the  chief  nutrient  vessels ;  for  in  nearly 
all  cases  one  or  more  large  nutrient  vessels  have  been  found 
entering  the  noDVus,  generally  from  the  deep  surface.  In  very 
small  and  early  cases  the  cutaneous  variety  was  found  to  be 
situated  between  the  epidermis  and  the  true  skin,  in  its  subse- 
quent growth  the  one  and  the  other  becoming  more  and  more 
implicated.  In  such  cases  the  growth  doubtless  commenced 
in  the  vascular  loops  of  the  papillae. 

Whether  of  the  venous  or  arterial  variety  the  vessels  are 
more  or  less  loosely  packed.  When  from  hindrance  to  expan- 
sion from  local  causes,  or  if  the  capsule  containing  the  naevoid 
vessels  becomes  too  full  and  too  tense  as  growth  goes  on, 
some  mutual  pressure  on  the  vessels  may  take  place,  and  their 
obliteration,  with  subsequent  atrophy  of  the  nsevus,  result. 
Cure  may  also  slowly  result  from  the  ingrowth  of  granulation 
tissue  after  irritation  from  any  cause,  sometimes  from  mere 
friction  of  the  clothes,  abrasions,  &c.  After  the  application 
of  strong  caustics,  of  the  actual  cautery,  or  of  the  electrolytic 
needles,  cure  also  results  in  this  way,  that  is  to  say,  by  the 
ingrowth  of  granulation  tissue  and  the  subsequent  cicatrisation 
which  follows.  In  a  few  cases,  doubtless  by  the  use  of 
needles,  the  main  nutrient  vessels  of  the  naevus  have  been 
obliterated,  and  a  cure  has  resulted  after  one  application ;  in 
a  majority  of  cases,  however,  cure  has  been  much  slower  and 
brought  about,  as  just  described,  by  ingrowth  of  granulation 
tissue. 

The  following  appearances  were  found  in  a  bright  red 
cutaneo-subcutaneous  (mixed)  naevus  removed  from  the  fore- 
head of  a  young  child ;  it  was  distinctly  lobulated,  and  pre- 
sented a  delicate  capsule  on  its  deep  surface.  In  horizontal 
section  (for  studying,  more  convenient  than  vertical  sections) 
the  skin  was  found  much  hypertrophied,  as  also  the  appendages. 
The  naevoid  structure  was  enclosed  in  small  fibrous  alveoli, 
which  also  generally  included  a  hair-follicle  and  its  sebaceous 
gland  (sometimes  more  than  one)  besides  the  network,  more  or 
less  closely  packed,  of  tortuous  thick- walled  arterioles.  These 
vessels  twist  about  in  a  very  irregular  manner;  the  lumen  of 
the  vessels  is  therefore  seen  in  a  variety  of  cross  sections, 
more  or  less  oblique,  the  exact  course  of  any  one  vessel  being 
very  difficult  to  trace.     They  do  not  present  the  appearance 
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of  an  ordinary  capillary,  being  thicker  and  coarser  in  all  ways. 
Virchow,  in  describing  them,  says,  "  These  vessels  are  almost 
never  ordinary  simple  capillaries,  but  for  the  most  part  canals 
with  very  thick,  even  double,  walls,  so  that  one  may  be  in 
doubt  as  to  what  to  call  them.  It  has  been  already  stated 
that  they  are  hypertrophied,  or,  more  exactly,  hyperplastic 
capillaries,  or  at  least  vessels  which  take  the  place  of  capil- 
laries  On  the  one  hand  many  of  these  capillaries 

resemble  veins,  others  arteries,  at  least  so  far  as  the  position 
of  the  nuclei  in  the  outer  coats  is  sometimes  longitudinal  and 
sometimes  transverse.  Grenerally  there  are  several  layers  of 
cells,  giving  the  impression  of  continuous  growth."  Here  and 
there,  in  sections  near  the  surface,  touch  corpuscles  can  be 
seen  in  abundance,  large  and  hypertrophied ;  elsewhere  the 
erectores  pilorum  stand  out  in  contrast  with  the  naevoid 
arterioles  and  the  hair-follicles.  The  fibrous  alveoli  vary 
much  in  thickness ;  sometimes  they  are  very  fine  and  delicate. 

Instead  of  the  thick- walled  arterioles  just  mentioned,  larger 
and  thinner- walled  vessels  are  sometimes  found,  presumably 
venous  in  nature,  but,  like  the  arteries,  not  presenting  their 
ordinary  histological  characters. 

Growth  of  nsevus  occurs  in  at  least  two  ways ;  it  may  spread 
on  the  surface  only,  or  it  may  extend  both  on  the  surface  and 
subcutaneously  as  well.  Extension  seems  to  be  due  to  a 
budding-out  of  the  nsevoid  vessels,  probably  from  having  less 
than  their  normal  support,  and  from  being  especially  prone  to 
this  disease.  The  "buds"  first  appear  as  solid  outgrowths 
from  the  vessel  wall,  then  elongate  and  finally  coalesce  with 
others ;  they  subsequently  become  hollowed  out,  and  so  the 
circulation  is  established. 

Extension  into  the  deep  connective  tissue  takes  place  in  a 
manner  not  very  different  from  that  in  which  carcinoma 
spreads.  "A  small-cell  infiltration  makes  its  way  between  and 
among  the  meshes  of  the  connective  tissue,  which  it  closely 
follows  "  (Billroth) .  In  a  naBvus,  granulation  cells  invade  the 
capsules  of  the  fat  cells  in  gradually  increasing  numbers ;  the 
septa  thus  become  greatly  thickened,  and  finally  they  become 
pervious  and  converted  into  blood-vessels ;  the  fat  gradually 
disappears  as  the  granulation  tissue  becomes  more  abundant 
and  organised. 
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XL VIII. — A  Case  of  Suppuration  of  the  Mastoid  Cells 
complicated  by  Thrombosis  in  the  Bight  Lateral 
Sinus  with  Septic  Embolism  of  the  Heart  and  Left 
Lung,  in  ivhich  Recovery  followed  Trejphining  of  the 
Mastoid  Process,  Sfc,  with  Remarks  on  the  Prevention 
of  Septic  Embolism  in  such  Gases.  By  Victor 
HoESLEY,  B.S.,  F.R.S.     Read  May  28, 1886. 

THE  condition  of  septic  thrombosis  of  the  lateral  sinus  with 
consequent  embolism  of  the  thoracic  viscera  is  universally 
considered  as  necessarily  fatal,  so  that  the  details  of  a  case  in 
which  recovery  occurred  may  possibly  suggest  the  pathological 
laws  which  determine  the  condition  and  so  lead  to  the 
planning  of  better  means  for  coping  with  the  affection. 

Briefly  summed  up,  the  case  to  be  described  directly  runs  as 
follows.  The  patient,  who  had  had  a  discharge  from  the  right 
middle  ear  since  childhood,  was  suddenly  seized  with  acute  septic 
spreading  inflammation  in  the  tympanum  which  rapidly  invaded 
the  mastoid  cells,  and  caused  cellulitis  of  the  scalp  followed  by 
separation  of  the  soft  parts  from  the  bone.  Consequent  on 
the  osteitis  set  up  in  the  temporal  bone  septic  thrombosis  of 
the  lateral  sinus  ensued,  and  a  portion  of  the  clot  becoming 
detached  caused  embolism  of  the  heart  and  left  lung.  The 
abscess  in  the  temporal  bone  was  thoroughly  opened  up  and 
disinfected,  the  patient  gradually  recovering. 

No.  1522. — Eachel  H.,  set.  17,  general  servant,  was 
admitted  into  University  College  Hospital  under  Mr.  Horsley 
on  July  31,  1885. 

Family  history. — Mother  died  at  48  years,  of  "  paralytic 
fits."  Mother's  sister  died  of  consumption.  Father  alive, 
set.  70  years. 

Past  personal  history. — Measles  at  3  years  of  age.  Small- 
pox at  13  years,  never  strong ;  overworked.  First  menstruated 
at  15  years ;  flow  scanty  and  painful. 

History  of  present  illness. — Patient  stated  that  she  had  had 
a  discharge  from  the  right  ear  since  she  was  attacked  by 
measles  at  3  years.  The  otitis  media  was  made  worse  by  the 
smallpox.  A  fortnight  before  admission  patient  thought  she 
"  caught  cold  in  nursing  a  sister  j"  the  skin  round  the  pinna 
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soon  became  reddened  and  puffy  over  the  temporal  and  mastoid 
bones.  She  felt  very  ill,  the  discharge  from  the  ear  was 
copious  and  very  foul,  and  on  coming  to  the  hospital  she  was 
admitted  at  once. 

Present  state. — Patient  was  a  fairly-developed  young 
woman  of  dark  complexion  and  somewhat  anaemic.  She 
appeared  ill,  was  dull  and  listless.     Temperature  99*6°  F. 

Hearing. — Patient  was  completely  deaf  in  the  right  ear, 
but  heard  fairly  well  with  the  left. 

Head. — The  soft  parts  covering  the  right  mastoid  process 
and  adjacent  frontings  of  the  parietal  and  occipital  bones  were 
swollen,  red,  hot  and  tender.  This  cellulitis  extended  round 
in  front  of  the  pinna  over  the  parotid  gland.  In  addition  to 
the  general  tenderness  above  mentioned  there  was  also  deep- 
seated  pain  referred  to  the  mastoid  process. 

(Further  examination  was  not  made  on  account  of  the  state 
of  the  patient,  but  the  other  functions  appeared  to  be  normal.) 

Operation  1. — The  patient  being  etherised.  Dr.  Penrose 
(then  house  surgeon)  laid  open  the  external  auditory  meatus 
by  the  ordinary  semicircular  incision  behind  the  pinna.  From 
the  centre  of  the  incision  another  was  carried  upwards  and 
backwards  through  the  most  inflamed  portion  of  the  scalp.  A 
quantity  of  very  fetid  pus  and  blood  escaped.  The  soft  parts 
over  the  mastoid  process,  &c.,  were  found  separated  from  the 
bared  bone  beneath.  The  subcutaneous  abscess  cavity  and  the 
tympanum  were  syringed  out  with  1  in  40  carbolic  acid  and 
dressed  with  iodoform  and  iodoform  wool.  Three  days  later, 
i.  e.  August  2  (the  cellulitis  continuing)  the  wool  dressing  was 
changed  for  hot  fomentations  of  boracic  lint .  The  temperature, 
which  had  risen  to  103'8°,  fell  in  twenty-four  hours  to  96*8°,  but 
steadily  rose  with  slight  though  sharp  remissions  in  the 
afternoon  of  August  3,  when  it  shot  up  to  103*4°,  falling  to 
97*4°  at  midnight. 

Operation  2. — August  6. — At  11  a.m.,  the  temperature  being 
105°  and  the  general  condition  much  worse,  Mr.  Horsley 
extended  the  wound  upwards,  downwards,  and  backwards. 
The  portion  of  skull  exposed  by  the  separation  of  the  soft  parts 
now  included  the  lower  and  posterior  fourth  of  the  parietal 
bone,  the  whole  of  the  mastoid  and  a  portion  of  the  occipital, 
the  wound  being  in  a  foul  and  sloughy  state.  The  pinna  being 
held  forward,  he  penetrated  into  the  mastoid  antrum  with  a 
small  trephine  drill,  and  then  cut  open  the  mastoid  cells,  which 
in  this  (young)  patient  formed  a  small  ring,  especially  opposite 
the  posterior  surface  of  the  mastoid  antrum.     With  the  chisel 
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and  gouge  the  rest  of  the  bone  between  this  opening  into  the 
mastoid  and  the  external  auditory  meatus  was  then  cut  away. 
Indescribably  foul  pus  filled  the  cavities  of  the  antrum,  and 
these  (including  the  tympanum)  were  then  scraped  with  a  sharp 
spoon  and  thoroughly  syringed  out  with  1  in  20  carbolic  acid. 
A  large  drainage-tube  was  passed  through  in  the  grove  thus 
formed  and  out  through  the  external  auditory  meatus.  The 
whole  was  then  covered  with  iodoform  and  dressed  with  iodo- 
form wool.  The  next  day  it  was  found  that  the  discharge 
from  the  wound,  though  copious,  was  not  foul ;  the  wound  was 
syringed  out  again  and  dressed  as  before, 

August  8. — Patient  appeared  worse,  being  heavy  and 
drowsy  and  the  face  and  extremities  cyanotic. 

August  9. — This  evening,  about  12  midnight,  the  patient, 
after  moving  about  a  little,  suddenly  felt  a  very  severe  pain  in 
the  precordial  region.  This  pain  rapidly  intensified,  the 
patient  half  sat  up  extremely  dyspnoeic ;  pulse  small  and 
irregular. 

On  auscultation  by  Mr.  Hart-Smith  at  the  apex  a  bruit 
closely  resembling  that  of  pericardial  friction  was  heard  indis- 
tinctly. This  is  interesting  because  there  is  no  doubt  this 
bruit  was  caused  by  the  engagement  of  the  embolus  in  the 
cavities  of  the  heart,  for  in  a  short  time  it  disappeared  and  was 
never  heard  again.  Within  a  very  short  time  of  the  onset  of 
the  cardiac  pain  {i.  e.  in  about  twenty  to  twenty-five  minutes) 
the  patient  felt  that  the  pain  had  shifted  to  beneath  the  left 
shoulder-blade.  Four  leeches  and  hot  boracic  fomentations 
had  previously  been  applied  to  the  precordial  region. 

August  10. — At  2.30  A.M.  the  patient  was  given  -ni^iv  Liq. 
Morphise,  after  which  she  slept  two  hours. 

At  the  visit  to-day  there  was  found  a  small  patch  (about  3 
inches  diameter)  of  diminished  resonance  opposite  the  lower 
angle  of  the  left  scapula,  and  the  breath-sounds  here  were 
tubular.  There  was  also  a  slight  cough  during  the  early 
morning,  but  no  expectoration.  The  patient  appeared  very  ill, 
but  the  temperature  was  steadily  falling  with  the  remissions  of 
only  half  the  previous  night,  viz.  two  to  three  degrees  instead 
of  four  to  six. 

The  antipyrin  which  she  had  been  taking  in  gr.  xv  doses 
every  six  hours  was  changed  to  5j  of  Warburg's  tincture. 

August  11. — Temperature  still  gradually  falling,  dose  of 
Warburg's  tincture  doubled,  dulness  at  left  back  increasing, 
occasional  mucous  rale  heard.  Cough  paroxysmal  and  infre- 
quent. 
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August  12. — Same  state,  complains  of  pain  in  the  back 
when  she  breathes,  respirations  44,  shallow.  Pulse  112, 
regular,  but  compressible ;  temperature  103*8°. 

During  next  four  days  patient  had  severe  paroxysms  (often 
lasting  a  quarter  of  an  hour)  of  coughing.  Expectoration, 
extremely  slight  in  quantity,  consisted  of  a  little  brownish 
tenacious  mucus.  The  temperature  steadily  fell  during  this 
time,  and  the  cough  was  controlled  with  Liquor  Morphige. 

August  21. — The  very  large  wound  is  gradually  closing, 
the  exposed  bone  being  pink,  and  the  granulations  creeping 
over  it  of  a  very  healthy  appearance.  Patient  is  now  taking 
5j  of  Warburg's  tincture  every  six  hours. 

August  26. — Patient  has  not  coughed  for  the  last  two 
days ;  the  pains  in  the  chest  have  also  disappeared,  and  appe- 
tite is  much  improved.  The  pains  in  the  head  and  in  the 
region  of  the  wound  which  she  had  formerly  complained  of  have 
also  gone. 

On  September  15,  her  chest  being  re-examined,  the  breath- 
sounds  opposite  the  lower  angle  of  the  left  scapula  were  dis- 
tinctly weaker  than  on  the  right  side.  From  this  date  the 
patient's  gradual  convalescence  was  uninterrupted.  The 
drainage-tube  was  left  out  about  the  end  of  December ;  the 
cavity  of  the  right  tympanum  was  completely  filled  up  with 
granulations. 

March  3,  1886. — Patient  perfectly  well;  a  slight  muco- 
purulent discharge  from  both  ears.  The  left  tympanum  was 
found  to  be  partly  filled  with  polypoid  granulations,  the  scar 
of  the  seat  of  operation  on  the  right  side  was  absolutely  sound, 
and  the  patient's  general  health  very  good. 

General  considerations. — What  interest  there  may  be  in  the 
foregoing  case  appears  to  me  chiefly  to  lie  in  the  fact  of  the 
patient  having  suffered  from  septic  thrombosis  of  the  right 
lateral  sinus,  and,  as  a  consequence,  from  septic  embolism  of 
the  heart  and  left  lung.  We  may  attribute  her  recovery  from 
these  very  awkward  complications  to  her  youth  and  the 
administration  of  very  large  doses  of  Warburg's  tincture,  the 
use  of  which  was  suggested  by  my  then  house  surgeon,  Mr. 
H.  Armstrong.  There  also  of  course  comes  in  the  question 
how  far  we  can  limit  the  extent  of  the  thrombosis  of  the  sinus 
if  it  has  once  begun.  From  consideration  of  the  dates  given 
in  the  foregoing  report  it  will,  I  think,  be  conceded  that  the 
serious  state  of  the  patient  (stupor,  temperature  106°,  &c.) 
which  led  me  to  so  freely  open  up  the  mastoid  and  tympanic 
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cavities,  was  caused  by  such,  thrombosis  having  commenced. 
This  being  so,  it  is  clear  that  the  thorough  disinfection  and 
drainage  of  the  inflamed  bone  checked  the  osteitis  and  con- 
sequently the  progress  of  the  thrombosis  caused  thereby. 

Supposing  this  to  be  always  possible  there  still  remains  the 
problem  how  to  prevent  embolism  of  the  thoracic  viscera 
supposing  thrombosis  to  be  well  declared.  The  solution  of  this 
problem  is  a  simple  matter  enough,  looking  at  it  from  the 
merely  mechanical  point  of  view,  resolving  itself  of  course  into 
the  really  not  very  serious  operation  of  ligature  of  the  jugular 
vein  in  the  middle  of  the  neck.  This  much  being  obvious,  the 
only  point  for  discussion  is  the  justifiability  of  such  a  prophy- 
lactic measure  from  the  standpoint  of  its  being  likely  to  be  of 
service.  At  the  first  blush  it  will  seem  perhaps  to  be  a  very 
crude  proposal,  but  a  little  consideration  of  the  facts  which  led 
me  to  suggest  it  will,  I  think,  alter  this  adverse  criticism.  In 
the  first  place  the  measure  itself  is  a  perfectly  simple  one  in 
the  light  of  modern  surgical  treatment  of  wounds,  and  there- 
fore none  of  the  old  arguments  against  operative  interference 
of  the  kind  apply. 

In  the  second  place  there  is  no  force  in  the  supposition 
(which  might  be  put  forward)  that  the  thrombosis  would  con- 
tinue on  the  other  side  of  the  clot,  i.  e.  along  the  transverse 
sinus,  for  {a)  such  a  continuance  of  the  process  of  clotting  is 
almost  impossible,  owing  to  the  flow  of  blood  through  the 
torcular  Herophili ;  (6)  it  would  occur  to  the  same  amount  if 
the  patient  were  left  alone.  In  fact  a  serious  argument  against 
its  performance  lies  in  the  at  present  impossible  task  of  dis- 
covering how  much  thrombosis  there  is,  and,  further,  what  risk 
there  is  of  embolism  from  the  same.  From  a  somewhat  neces- 
sarily hasty  review  of  the  literature  of  this  subject  it  is  unfor- 
tunately only  too  clear  that  the  symptomatic  data  in  our 
possession  respecting  the  first  of  these  points  are  quite  inade- 
quate. 

Further  it  is  suggested  to  perform  this  operation  only 
directly  the  first  indication  of  embolism  appears. 

Under  any  circumstances  the  prognosis  of  a  case  in  which 
septic  embolism  has  occurred  must  be  extremely  grave.  It 
follows  therefore  that  the  field  is  open  for  further  admission 
of  operative  measures  of  the  kind  proposed  above,  and  it  is 
because  I  feel  the  hopelessness  of  relying  upon  drugs  to 
combat  such  a  state  of  things  as  is  illustrated  in  the  foregoing 
case  that  I  venture  to  make  the  suggestion. 

As  I  have  indicated  above  the  symptomatology  of  thrombosis 
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of  the  lateral  sinus  is  so  exceedingly  indefinite  (of  which  fact 
I  have  very  recently  had  a  most  striking  confirmation)  that  I 
will  not  occupy  the  time  of  the  Society  in  dilating  upon  any 
of  the  not  uninteresting  symptoms  presented  by  my  patient. 
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XLIX. — On  Simultaneous  Inflammation  of  several 
Serous  Membranes.  By  W.  Hale  White,  M.D. 
Bead  May  28,  1886. 

HARRIET  W.,  «t.  19,  admitted  into  Guy's  Hospital 
January  6,  1886.  Father  and  mother  died  of  heart 
disease ;  the  patient  has  never  had  rheumatic  fever.  She  has 
always  suffered  from  menstrual  irregularities.  Some  months 
ago  she  had  an  attack  similar  to  the  present  one ;  it  yielded  to 
simple  remedies.  On  January  2  first  felt  unwell,  but  was 
compelled  by  her  mistress  to  continue  her  work,  but  on  January 
5  she  was  so  ill  that  she  fell  on  her  abdomen  whilst  carrying 
a  coal-scuttle  upstairs. 

Condition  on  admission. — Looks  ill.  Abdomen  shows  no 
sign  of  injury,  tumid,  does  not  move  well  in  respiration ;  tender 
over  the  hypogastric  region ;  no  spots ;  resonant  all  over ; 
nothing  to  be  felt.  Liver  dulness  normal ;  splenic  slightly 
increased.  Bowels  confined.  Rectal  and  vaginal  examinations 
gave  normal  results.  Urine  contains  -^  albumen ;  there  is 
difficulty  in  micturition.  Lungs  normal.  Heart,  reduplicated 
first  sound,  otherwise  normal.  Complains  of  much  pain  and 
tenderness  over  lower  part  of  sacrum,  also  in  ankle-joints  and 
along  the  crests  of  the  tibise.  Slight  oedema  of  feet  and 
ankles.     Temp.  104°,  pulse  104,  respiration  28. 

January  7. — Patient  lies  with  her  legs  drawn  up,  com- 
plains of  great  tenderness  over  the  abdomen.  Towards  the 
evening  she  was  delirious,  and  the  temperature  rose  to 
104-4°. 

January  8. — The  symptoms  of  peritonitis  remained  the 
same.  The  cardiac  dulness  extended  up  to  the  lower  border 
of  the  second  rib.  There  was  a  basic  systolic  murmur,  and 
the  pulsations  of  the  heart  could  be  well  seen  over  the  whole 
of  the  cardiac  area.  The  patient  complained  of  a  pain  in  the 
right  chest.  There  was  impaired  resonance  at  the  extreme 
bases.     She  continued  very  ill,  with  a  high  temperature. 

January  9. — Patient  is  worse  to-day,  bowels  open  several 
times,  passes  everything  under  her;  motions  not  typhoid.  Sick- 
ness. Face  pale,  yellowish  sallow  colour.  Breathing  entirely 
thoracic,  very  shallow,  36.  Cardiac  dulness  has  increased, 
extending  now  slightly  to  right  of  sternum,  basic  murmur  the 
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same ;  the  contractions  of  the  heart  still  more  visible  over  the 
cardiac  area.  Sordes  on  lips,  signs  of  peritonitis  the  same. 
The  splenic  enlargement  can  be  plainly  felt. 

January  10. — Is  on  the  whole  a  little  better.  She  moves 
the  abdomen  in  respiration.  There  is  a  doubtful  pericardial 
rub. 

January  11. — There  is  an  apex  systolic  and  arterio-systolic 
murmur  ;  a  faint  pericardial  rub ;  the  cardiac  dulness  remains 
the  same. 

January  14. — For  a  few  days  past  there  had  been  some 
dulness  at  the  base  of  the  right  lung.  To-day  with  a  morphia 
needle  a  drop  or  two  of  clear  fluid  was  drawn  off  from  the 
seventh  space  and  a  drop  or  two  of  pus  from  the  ninth.  Air 
did  not  enter  well  at  the  base,  and  a  few  rMes  could  be  heard 
on  both  sides.     Tenderness  over  the  pericardial  region. 

January  16. — A  pleuritic  rub  can  be  heard  on  the  right 
side  in  the  axillary  line  about  the  sixth  rib.  There  is  dulness 
up  to  the  seventh  rib  behind.  There  is  still  the  basic  murmur, 
but  no  pericardial  rub. 

January  19. — Cardiac  dulness  still  increased  ;  a  pericardial 
rub  is  present.  There  is  tenderness  over  the  heart,  the  basic 
functional  murmur  remains.  A  pleuritic  rub  can  still  be  heard 
on  the  right  side.  There  is  a  slight  cough,  but  no  expectora- 
tion. The  dulness  behind  on  the  right  side  remains  the  same. 
From  this  date  the  patient  gradually  got  better.  The 
dulness  at  the  right  base  of  the  lung  slowly  cleared  up ;  the 
pleuritic  and  pericardial  rubs  hung  about  for  some  time,  but 
ultimately  disappeared.  The  functional  basic  murmur  persisted 
till  her  discharge  from  the  hospital,  and  occasionally  a  pre- 
systolic murmur  could  be  heard.  The  temperature,  was  high, 
VIZ.  from  6th  to  9th  of  January,  104°,  from  the  latter  date' 
till  the  20th  it  was  about  101°;  after  the  20th  it  was  either 
normal  or  but  slightly  above  that  point.  The  trace  of  albu- 
men disappeared  soon  after  admission.  The  eyes  were  twice 
searched  for  tubercles,  but  none  were  found,  nor  were  any 
bacilli  found  in  the  slight  amount  of  sputum  she  coughed  up. 
At  first  she  was  kept  strictly  on  fluid  diet,  with  a  sufficient 
amount  of  opium  to  keep  the  pupils  contracted.  As  she  got 
better  this  was  gradually  diminished,  and  on  January  26  it 
was  discontinued  and  the  patient  was  allowed  bread  and  butter 
and  put  on  citrate  of  iron  and  quinine.  She  put  on  flesh  very 
rapidly.  As  late  as  February  25  the  presystolic  bruit  was 
recorded,  and  also  the  functional  basic  one.  A  few  days  after 
this  she  went  out  in- apparently  excellent  health. 
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The  sequence  of  events  is  this.  The  patient  was  admitted 
with  peritonitis ;  later  she  developed  pleurisy  and  pericarditis, 
and  then  cardiac  mischief,  viz.  probably  cardiac  dilatation, 
together  with  endocarditis.  The  three  former  disappeared ; 
the  last  left  permanent  signs.  Cases  of  inflammation  of  the 
chief  serous  membranes  in  the  body  are  met  with  from  time 
to  time,  and  no  doubt  are  usually  due  to  the  presence  of 
tubercle.  The  fact  that  this  patient  recovered  by  no  means 
necessarily  puts  this  hypothesis  out  of  count,  for  not  long  ago 
we  had  in  Guy's  a  boy  who  who  had  peritonitis,  pleurisy,  and 
pericarditis.  He  recovered  and  was  discharged ;  he  was  shortly 
readmitted  with  meningitis,  which  proved  fatal.  At  the 
autopsy  it  was  discovered  that  all  four  serous  membranes  owed 
their  inflammation  to  tubercle.  But  the  presence  of  cardiac 
mischief,  and  also  the  inability  to  find  any  tubercles  in  the 
choroid  or  bacilli  in  the  sputum,  all  point  to  the  fact  that  it  is 
very  unlikely  that  tubercle  can  here  have  been  the  exciting 
cause.  Theoretically  Bright's  disease  might  have  been  the 
cause,  for  we  know  that  it  will  lead  to  peritonitis,  pericarditis, 
and  pleurisy,  but  there  was  clinically  no  evidence  that  it  was ; 
the  albuminuria  was  slight  and  transient,  and  clearly  due  to 
the  pyrexia  from  which  the  patient  was  suffering.  Pyaemia 
may  also  be  put  out  of  count,  for  not  only  was  there  no  evi- 
dence of  it,  but  pyaemic  peritonitis  apart  from  a  peritonitis 
spreading  from  a  local  lesion  is  hardly  known  to  exist. 
Ulcerative  endocarditis  in  the  face  of  the  recovery  of  the 
patient  is  hardly  probable. 

The  late  Dr.  Fagge  used  to  teach  that  serous  membranes 
in  certain  rare  cases  were  liable  to  simultaneous  inflammation 
apart  from  any  of  the  causes  above  mentioned,  and  in  his 
Principles  and  Practice  of  Medicine  he  gives  the  case  of  a  boy 
who  died  in  Guy's  Hospital.  The  case  is  so  interesting  that 
I  may  be  excused  if  I  quote  it.  "  In  one  remarkable  case  in 
which  I  made  an  autopsy  the  patient,  a  boy,  was  admitted  into 
the  hospital  under  Dr.  Taylor  for  what  at  first  appeared  to  be 
meningitis,  but  a  day  or  two  later  the  symptoms  seemed  to  be 
rather  those  of  peritonitis.  After  death  the  oldest  lesion  was 
found  to  be  a  chronic  pericarditis,  probably  of  three  or  four 
weeks'  standing;  but  in  addition  there  was  acute  pleurisy, 
diffused  acute  peritonitis,  and  equally  universal  acute  menin- 
gitis. I  may  add  that  in  no  part  of  the  body  was  there  any 
trace  of  tubercles,  nor  even  any  caseation.  In  such  cases  we 
have  no  reason  to  suppose  that  any  specific  infective  agency 
has  been  at  work.     To  what  can  we  attribute  the  spread  of 
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the  disease,  if  not  to  the  circumstance  that  its  main  cause  was 
an  unsound  state  of  the  affected  tissues,  altogether  antecedent 
to  irritation  of  them  ?" 

If  further  observations  should  show  that  there  is  a  distinct 
group  of  cases  in  which  generally  unsound  state  of  the  serous 
membranes  leads  to  a  simultaneous  inflammation  of  them,  it 
is  very  probable  that  the  present  case  belongs  to  that  category. 
We  have  not^  however,  advanced  far,  for  we  are  completely 
in  the  dark  as  to  the  cause  of  the  generally  unsound  state,  but 
it  seems  to  me  that  our  patient's  having  developed  heart  dis- 
ease may  not  only  throw  great  light  on  the  etiology  of  her 
own  case,  but  also  upon  the  obscure  group  to  which  Dr.  Fagge 
refers.  Were  it  not  that  she  had  peritonitis  there  would  be 
many  who  would  undoubtedly  set  the  case  down  as  one  of 
rheumatic  pericarditis,  pleurisy,  and  endocarditis,  especially 
when  it  is  remembered  that  both  her  father  and  mother  died  of 
heart  disease,  and  that  at  first  she  had  obscure  pains  about  the 
legs  and  also  in  the  ankles.  It  is  true  that  on  admission  they 
were  regarded  as  merely  febrile,  still  they  were  so  severe  that 
it  is  quite  possible  they  may  have  been  rheumatic.  No  doubt 
most  physicians  are  very  sceptical  as  to  the  existence  of  rheu- 
matic peritonitis,  and  as  so  many  with  large  experience  deny 
its  existence  I  feel  very  doubtful  about  it,  and  therefore  bring 
forward  the  present  case  in  the  hope  that  it  may  do  something 
to  clearing  up  the  question. 

For  many  years  past  scattered  throughout  medical  litera- 
ture may  be  found  hesitating  references  to  the  possibility  of 
rheumatic  peritonitis.  As  an  example  of  a  case  I  may  perhaps 
quote  one  from  Dr.  Habershon's  article  on  "  Peritonitis  "  in  the 
Med.-Chir.  Transactions,  vol.  xliii,  p.  17,  in  which  he  gives  the 
case  of  a  boy  who  was  in  Guy's  Hospital  for  disease  of  the 
bones  of  the  foot ;  he  was  operated  upon  and  recovered.  Some 
time  after  he  returned  with  pericarditis  and  pain  in  the 
shoulder.  The  post-mortem  examination  showed  general 
pleurisy,  acute  and  chronic  pericarditis,  peritonitis,  and  minute 
valvular  vegetations.  The  wound  on  the  foot  was  quite 
healthy,  and  there  was  no  evidence  of  pyaemia.  Dr.  Haber- 
shon  suggests  that  here  rheumatism  was  the  cause  of  the 
inflammation  of  the  serous  membranes.  Dr.  Howard,  in 
Pepper's  System  of  Medicine,  vol.  ii,  p.  42,  speaks  of  having 
once  met  with  acute  peritonitis  as  a  complication  of  acute 
rheumatism,  and  remarks  that  the  immunity  of  this  serous 
membrane  from  rheumatic  inflammation  is  an  inexplicable 
anomaly  in  view  of  the  proclivity  of  the  pericardium  and  pleura 
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to  that  process.  The  best  collection  of  cases  is  in  a  monograph 
of  Desplat  in  L' Union  Medicate,  July  29,  1873,  p.  169, 
entitled,  "  Da  la  Peritonite  Rheumatismale."  He  has  got  toge- 
ther several  cases,  with  autopsies,  and  on  reading  them  through 
it  is  difficult  to  avoid  the  conclusion  that  the  peritonitis  is 
rheumatic.  It  is  interesting  to  note  that  one  of  his  cases  had 
meningitis  and  one  orchitis.  The  possibility  of  a  rheumatic 
peritonitis  is  also  mentioned  in  Ziemssen's  Cyclopsedia. 

On  looking  through  the  record  of  autopsies  made  at  Guy's 
during  the  last  ten  years  I  have  come  across  the  following 
cases  which  bear  upon  the  question  under  discussion.  A  man, 
aet.  31,  was  admitted  into  the  hospital  under  Dr.  Mahomed. 
The  cause  of  death  was  an  aneurism  of  the  aorta,  which  burst 
into  the  pulmonary  artery;  he  had  rheumatic  fever,  and  at  the 
autopsy  were  found  endocarditis,  pericardial  adhesions,  recent 
pleurisy  and  peritonitis.  And  another  man,  set.  22,  in  whom 
were  found  endocarditis,  pericarditis,  and  peritonitis.  There 
are  also  two  cases  in  women,  in  whom  peritonitis  has  been 
associated  with  heart  disease  and  adherent  pericardium,  but 
inasmuch  as  it  is  just  possible  in  both  of  them  that  the  peri- 
tonitis was  due  to  pelvic  mischief,  I  will  lay  no  stress  upon 
them,  although  the  possibility  is  improbable,  for  the  pelvic 
inflammation  was  chronic  and  not  active,  whilst  the  peritonitis 
was  both  active  and  recent. 

In  some  cases  the  peritonitis  is  certainly  due  to  a  spreading 
inflammation  from  the  pleurisy  through  the  diaphragm  to  the 
peritoneum.  That  is  a  possible  explanation  in  Dr.  Habershon's 
case,  although  he  does  not  mention  it,  and  also  in  the  first  of 
the  two  cases  which  I  have  abstracted  from  the  Guy's  post- 
mortem records,  but  it  is  certainly  not  applicable  as  an  explana- 
tion of  all  the  cases  I  have  mentioned.  Thus  it  will  not 
explain  Dr.  Fagge's  case,  for  that  had  meningitis  also ;  it  will 
not  explain  some  of  Desplat' s  cases,  in  which  no  pleurisy 
was  present,  nor  will  it  explain  the  case  which  forms  the  basis 
of  the  present  paper,  for  the  peritonitis  preceded  the  pleurisy. 

I  am  so  convinced  that  a  careful  search  will  nearly  always 
enable  one  to  find  a  local  cause  for  peritonitis  that  I  hesitate 
very  much  to  suggest  that  in  my  case  there  was  not  one,  but 
considering  we  have  Dr.  Fagge's  authority  for  saying  there 
are  cases  in  which  there  is  a  universal  tendency  to  the  inflam- 
mation of  serous  membranes,  that  there  appears  to  be  a 
widespread  belief  in  the  existence  of  rheumatic  peritonitis, 
and  bearing  in  mind  that  it  is  well  known  that  Bright's  disease 
and  general  causes  will  set  up  peritonitis  I  would  suggest  that 
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in  my  case  there  was  no  local  cause,  that  the  peritonitis  was  due 
to  general  serous  membrane  inflammation,  and  that,  consider- 
ing the  endocarditis,  it  is  possible  that  these  cases  of  general 
serous  inflammation  are  rheumatic.  If  we  imagine  that  the 
pleurisy  and  pericarditis  simply  spread  from  the  peritonitis, 
there  is  still  the  possibility  that  that  was  due  to  rheumatism, 
for  if  not  we  leave  unexplained  both  the  peritonitis  and  the 
endocarditis. 

To  recapitulate,  in  the  first  place  I  would  urge  that  this 
case  is  one  of  that  rare  disease  consisting  of  a  nearly  simul- 
taneous inflammation  of  several  serous  membranes,  for  not 
only  was  there  no  evidence  of  tubercle,  but  even  that  would 
not  explain  the  heart  disease ;  and  secondly,  that  considering 
the  presence  of  the  heart  disease,  the  hereditary  history  of 
cardiac  disease,  and  that  rheumatic  fever  is  thought  by  many 
to  be  a  cause  of  peritonitis,  it  is  probable  some  at  least  of  these 
cases  of  simultaneous  inflammation  owe  their  origin  to  rheu- 
matism. 


LIVING    SPECIMENS 

DESCRIBED   BY   CARD  * 


I. — Extreme  Lateral  Curvature  of  the  Spine,  treated  for 
five  years  with  Spinal  Supports,  shown  previous  to 
commencing  Treatment  by  "  Posture  and  Exercise." 
By  Bernard  Roth.  Exhibited  .November  13,  1885, 
a7id  March  12,  1886. 

ALICE  L.J  83t.  17^.  The  patient  was  sent  by  a  well-known 
London  surgeon  to  tlie  author,  to  try  the  effects  of  the 
treatment  he  employs.  He  agreed  to  undertake  the  case  and 
permission  was  given  to  exhibit  her,  previously  to  commencing 
treatment,  at  the  Society, 

The  accompanying  photographs  (PI.  VI),  taken  on 
November  3,  give  a  good  idea  of  the  case  withoiat  any  further 
description  except  that  it  is  a  case  of  scoliosis  with  dorsal 
(upper)  convexity  to  the  right. 

The  author's  prognosis  was  that  in  one  month  there  would  be 
some  improvement,  and  that  three  months'  treatment  would 
effect  all  that  could  be  done,  i.  e.  the  patient  would  hold  herself 
more  erect  with  strong  spinal  muscles,  but  the  osseous  deformity 
would  remain  in  statu  quo. 

March  12. — The  patient  was  shown  again  to-night;  her 
spinal  muscles  are  very  strong,  probably  stronger  than  those 
of  most  girls  of  her  age  ;  she  feels  much  better ;  her  general 
health  is  much  improved  and  her  general  carriage  is  much 

*  Published  in  accordance  with  the  Regulation  relating  to  the  exhibition  of 
living  specimens  at  the  meetings  of  the  Society,  viz.  that  "each  case  shall  be 
accompanied  by  a  card  containing  a  brief  description  of  the  points  it  illustrates, 
such  card  to  be  retained  by  the  Secretary  for  publication  or  not  in  the  Transac- 
tions at  the  discretion  of  the  Council." 


DESCRIPTION    OF    PLATE    VI,    ILLUSTRATING    MR. 
BERNARD  ROTH'S  CASE  OF  EXTREME  SCOLIOSIS. 

Fig.  1. — Habitual  position.     Posterior  view. 

Fia.  2. — Trunk  flexed,  to  show  osseous  deformity  of  ribs  posteriorly. 

Fig.  3. — Habitual  position.     Right  lateral  view. 

Fig.  4. — "  Keynote  position."     (See  description.) 
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more  erect.  The  patient  walks  greater  distances  without 
fatigue  than  she  ever  did  with  the  support,  the  wearing  of 
which  generally  made  her  feel  weak.  All  pain  and  aching, 
which  previously  were  constant,  have  completely  disappeared 
for  several  weeks  past. 

At  the  same  time  a  younger  sister,  Louisa  L.,  set.  14  years, 
was  shown  with  decided  scoliosis  in  a  very  early  stage,  there 
being  slight  permanent  rotation  of  the  lumbar  vertebrae,  and 
slight  inequality  of  the  ribs  posteriorly.  That  two  months' 
treatment  will  effect  a  practical  cure  is  the  author's  prognosis. 


II. — Gase  of  Unusual  Form  of  Spina  Bifida.     By  John 
H.  Morgan.     Exhibited  November  13,  1885. 

THE  patient  is  the  second  child  of  healthy  parents.  The 
older  child,  a  boy,  is  well  formed. 

At  birth  this  child  was  observed  to  have  a  large,  rounded, 
even,  firm,  tumour  over  right  buttock. 

It  was  brought  to  me  when  seven  weeks  old ;  there  was 
then  a  tumour  about  the  size  of  my  fist,  slightly  lobulated, 
situate  to  the  right  of  the  lower  dorsal  and  upper  sacral  region. 
Some  portion  of  its  base  extended  to  the  left  side  of  the  spine. 
A  ridge  as  of  bone  could  be  distinguished  at  the  attached 
margin;  the  greater  portion  of  the  swelling  was  of  firm 
consistence,  but  at  the  upper  part  there  was  evidence  of 
fluctuation.  The  skin  contained  no  large  vessels,  was  nowhere 
adherent,  thin,  or  translucent.  No  perceptible  alteration  in 
bulk  could  be  made  by  pressure,  nor  could  any  effect  be 
produced  on  the  condition  of  the  fontanelles. 

The  child  was  healthy  and  well  grown  and  had  at  first  full 
power  of  moving  the  feet  and  legs,  which  were  well  developed, 
and  there  was  perfect  control  of  the  sphincters. 

It  was  taken  into  the  Hospital  for  Sick  Children  when 
eight  months  old  and  the  above  condition  existed  with  the 
exception  that  there  was  slight  talipes  of  the  right  foot.  With 
a  hypodermic  syringe  2  drms.  of  clear  watery  fluid  were 
extracted,  which  contained  a  considerable  amount  of  sugar, 
with  a  trace  of  albumen.  No  bad  result  immediately  followed, 
but  six  days  subsequently  there  was  almost  complete  paralysis 
of  the  left  lower  limb. 
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Fourteen  days  after  this  4  drms.  of  clear  watery  fluid  were 
withdrawn  which  contained  albumen  but  no  sugar. 

The  paralysis  of  the  left  lower  limb  remained  unaltered. 
A  week  later  an  attempt  was  made  to  withdraw  more  fluid, 
but  unsuccessfully. 

Seven  days  subsequently,  by  a  puncture  at  another  spot,  ^ss 
of  clear  straw-coloured  fluid  was  removed;  this  was  highly 
albuminous,  and  53  of  Morton's  iodoglycerine  was  injected. 
There  was  a  little  inflammation  of  the  skin  at  the  seat  of  this 
puncture,  but  the  injection  was  followed  by  much  contraction  of 
the  tumour,  and  as  at  no  point  could  any  fluid  be  detected  the 
child  was  dismissed.  Nearly  a  year  has  passed  since  the  above 
treatment,  and  the  child  remains  in  much  the  same  state.  The 
tumour  is  almost  solid,  but  there  is  still  paralysis  of  the  lower 
extremity. 

The  unusual  points  about  the  case  are  the  amount  of  solid 
matter  in  the  tumour,  its  situation  to  one  side  of  the  middle 
line,  and  the  amount  of  bony  thickening  about  its  base. 


III. — Acute  Ohliterative  Arteritis.     By  "W.  J.  Walsham. 
■     Exhibited  November  13,  1885. 

FOR  these  notes  I  am  indebted  to  Mr.  Edward  Jessop,  house 
surgeon  to  St.  Bartholomew's  Hospital. 

James  P.,  aet.  52,  army  pensioner,  was  admitted  into  Pitcairn 
Ward  under  Mr.  Walsham's  care  on  July  11,  1885,  suffering 
from  ''acute  spreading  obliterative  arteritis"  of  the  right 
upper  extremity. 

History  of  present  illness. — Patient,  who  does  heavy  manual 
labour,  was  quite  well  and  able  to  do  his  work  until  July  6 
(five  days  ago).  _ 

July  7. — Without  being  able  to  assign  any  cause  font,  the 
right  arm  became  painful,  and  he  was  unable  to  do  his  work. 
The  pain  got  worse  during  the  day. 

July  8. — Pain  became  much  worse.  Declares  he  has  had 
no  sleep  from  this  time  till  his  admission.  The  hand,  he  states, 
became  quite  black  yesterday. 

July  9,  10,  11. — The  pain  became  almost  unbearable,  and 
continues  night  and  day ;  he  describes  it  as  of  an  intense 
burning  character  in  the  hand  and  forearm. 


Living  S;pecimens.  306 

On  admission  (July  11). — Patient  is  a  healthy-looking  man. 
He  evidently  suffers  great  pain  in  the  right  arm,  the  slightest 
touch  on  the  hand  or  forearm  increasing  the  pain.  The  fingers 
were  flexed  and  rigid,  and  any  attempt  to  straighten  them 
caused  pain.  The  hand  and  forearm  were  cold.  The  tips  of 
the  fingers  were  cold  and  bloodless ;  this  extended  into  the 
palm,  but  was  not  so  noticeable  on  the  back  of  the  hand.  The 
forearm  was  of  a  dusky  red  to  just  below  the  elbow.  No 
swelling  of  the  hand  or  forearm,  no  engorgement  of  the 
superficial  veins  of  any  part  of  the  limb,  and  no  oedema.  There 
was  no  pulse  in  the  radial  or  ulnar  arteries  at  the  wrist  and 
at  the  back  of  the  elbow,  but  the  brachial  artery  could  be  felt 
at  the  middle  of  the  arm.  Pressure  along  the  course  of  the 
arteries  seemed  especially  to  cause  pain.  The  subclavian  artery 
of  the  right  side  had  the  feeling  of  a  rounded  pulsating 
swelling  about  the  size  of  a  small  hen's  egg ;  this  swelling 
could  be  emptied  by  pressure.  There  was  no  bruit  to  be  heard 
and  there  was  no  bulging  of  the  clavicle.  The  carotids  on 
both  sides  were  normal.  The  pupils  were  equal.  Thoracic 
viscera  were  normal.  The  eyes  showed  a  tendency  to  glauco- 
matous cupping.  There  is  nothing  remarkable  about  his  family 
history.     Has  lived  a  steady  life.     Has  not  had  syphilis. 

The  day  after  admission  the  obliteration  of  the  brachial  so 
extended  that  the  most  distal  pulse  that  could  be  felt  was 
about  an  inch  below  the  clavicle  in  the  axillary  artery.  There 
was  a  general  numbness  and  impairment  of  sensation  in  the 
hand  and  fingers. 

Two  days  after  admission  the  pulse  could  be  very  faintly 
felt  in  the  middle  of  the  brachial  artery,  and  since  then  has 
always  been  felt  there. 

About  a  week  after  being  in  the  hospital  the  pain,  which 
had  hitherto  been  of  necessity  kept  under  by  injections  of 
morphia,  began  to  subside;  since  then  he  has  only  had  periodic 
attacks  of  pain  chiefly  at  night  time,  though  any  attempt  at 
movement  of  the  fingers  has  always  caused  a  good  deal  of  pain. 

Twelve  days  after  admission  the  pulse  in  the  radial  artery 
at  the  wrist  could  be  faintly  detected;  since  that  time  the 
pulse  has  varied  greatly,  some  days  being  distinctly  felt,  but 
on  others  not  even  after  careful  search.  The  subclavian 
artery  has  presented  an  almost  diurnal  variation,  being  some 
days  hard  and  about  the  size  of  a  small  hen's  egg,  on  others 
very  little  different  from  that  of  the  opposite  side. 

On  September  16  an  enlargement  of  the  right  lobe  of  the 
VOL.  XIX.  20 
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thyroid  was  first  noticed.  The  temperature  has  always  been 
normal. 

Treatment. — The  patient  was  kept  for  the  first  week  at 
absolute  rest,  with  the  limb  well  wrapped  in  cotton  wool,  with 
hot  bottles  in  the  neighbourhood.  He  was  put  upon  a  low 
diet.  Iodide  of  potassium  was  administered,  but  did  not  seem 
to  have  any  appreciable  effect.  When  the  hand  became  less 
painful  the  fingers  were  separately  bandaged  on  to  a  splint  to 
bring  them  out  straight.  Latterly  they  have  been  moved  to 
get  rid  of  the  stiffness. 

August  20. — The  patient  when  last  seen  was  still  improving. 


lY. — Case  of  Swollen  Parotid, probably  Catarrhal.  By 
W.  P.  Heeringham,  M.B.  Exhibited  November  13, 
1885. 

LAST  June  the  patient  went  to  bed  with  her  head  wet  after 
washing  it ;  violent  cold  ever  since.  Has  lost  taste  and 
smell.     Hearing  said  to  be  as  usual  (watch  at  about  an  inch). 

Three  months  ago,  i.  e.  about  beginning  of  August,  she 
noticed  her  face  beginning  to  swell  both  sides.  It  has  got 
slightly  larger  ever  since,  until  about  a  week  ago.  Now  (?) 
decreasing.  (Under  treatment  a  week,  poultices  and  H.  Ferri 
et  Quass.) 

Mouth  very  dry  since  swelling  began.  Can  make  no 
saliva  when  asked. 

No  digestive  trouble,  but  appetite  bad. 

No  pain,  but  unable  to  open  mouth  wide. 

N.B. — No  fever  or  pain  at  onset,  and  no  one  else  has 
been  similarly  affected  in  the  house  or  family. 

P.S. — August,  1886. — Attended  six  weeks  longer;  treated 
with  Ung.  Plumbi  lodidi  externally,  and  iodide  of  potassium. 
No  change  in  swellings. 


V. — Case   of  Myxoedema.      By    T.   D.    Savill,   M.D. 
Exhibited  November  27,  1885. 


lUrAEY  ANN  W.,  widow,  «t.  46. 


Family  history. — Mother  died  of  carcinoma  of  womb. 
Patient  had  two  children ;  both  died  young. 


Living  Specimens.  307 

Previous  history. — "  Typhus  "  wlien  a  child.  No  history 
of  syphilis.     Catamenia  ceased  ten  years  ago. 

Present  illness. — Husband  died  three  and  a  half  years  ago. 
Since  then  has  had  much  trouble,  and  never  been  well,  but 
has  been  low  spirited,  and  the  skin  became  sallow.  Two 
years  ago  she  fell  down  on  back  of  head.  For  eighteen 
months  speech  has  been  drawhng.  Unable  to  get  up  and 
down  stairs  for  one  month  before  admission  because  knees 
give  way,  and  one  month  ago  her  legs  began  to  swell  and 
become  scaly. 

State  on  admission. — Hair  scanty  and  dry.  Skin  dry, 
smooth,  and  sallow.  Face  expressionless.  Capillaries  of 
cheeks  injected.  Eyelids  puffy,  lips  thick  and  waxy.  Tongue 
large,  flabby,  and  pale.  Teeth  very  loose.  Gums  spongy 
and  bleed  readily.  Speech  slow  and  monotonous.  General 
thickening  of  the  skin  and  subcutaneous  tissue.  Slight 
pitting  around  ankles.  No  atrophy  of  thyroid  apparent.  No 
supra- clavicular  swellings. 

Heart-sounds  very  weak,  but  normal.     Pulse  very  small. 

Lungs  normal. 

Abdomen. — Slight  diminution  in  liver  dulnessj  otherwise 
normal. 

Urine. — Average  daily  quantity  29  oz.  (forty-four  observa- 
tions), acid,  clear,  pale,  specific  gravity  1015,  no  albumen. 

Average  daily  quantity  of  urea  155' 6  grains  (six  observa- 
tions). 

Temperature  (sixty-two  observations).  Average  morning 
97*2°,  evening  97'6°.     Only  reached  normal  on  four  occasions. 

Nervous  system. — No  paralysis,  but  general  weakness  of 
muscles.  Walk  very  slow  and  tottering,  but  no  inco-ordination. 
Patellar  reflexes  absent  on  both  sides,  superficial  reflexes  dimi- 
nished. Sensation  delayed,  but  nowhere  lost.  Marked  per- 
sistence of  thought  ,and  action.  Mind  not  very  clear,  and 
memory  very  bad.  A  little  irritable,  but  no  delusions.  No 
agoraphobia.  No  headache.  Never  convulsions.  Complains 
of  always  feeling  cold.  Complains  of  dimness  of  sight  at 
night,  but  both  fundi  seem  normal.  Hearing  more  acute  with 
left  ear  than  right.     Smell  and  taste  natural. 

Treatment. — Tr.  Jaborandi  5j  t.  d.  from  September  24  to 
October  2  (eight  days) .  Produced  no  perspiration,  flushing 
of  face,  or  diuresis.     Got  weaker  under  it. 

Liq.  Arsenicalis  iT\iij  t.  d.  from  October  2  to  22  (twenty  days), 
gained  strength. 

Amyl  nitrite  iT\_iij,  inhaled,  b.  d.  (five  days),  then  t7\v  b.  d. 
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(six  days) .  Produced  flushing  of  face  at  the  time  and  slightly 
increased  fulness  of  pulse ;  otherwise  no  effect ;  got  rather 
weaker. 

Liq.  Arsenicalis  Dtiij  t.  d.,  November  2  to  14  (twelve  days), 
regained  strength  a  little. 

Progress. — (Has  been  in  West  London  Hospital  since 
September  23).  Has  gained  seven  pounds  in  weight  since 
October  21,  when  she  weighed  8  st.  In  other  respects  her 
objective  and  subjective  symptoms  remain  much  the  same 
as  on  admission. 

Has  had  two  or  three  "  bilious  attacks,"  to  which  she  is 
liable.  The  vomit  on  these  occasions  has  contained  blood 
from  the  gums. 


VI. — A  Case  of  Symmetrical  Morphoea,  associated  with 
Alopecia  Areata.  By  Stephen  Mackenzie,  M.D. 
Exhibited  December  11,  1885. 

FB.,  set.  23,  the  third  of  a  family  of  five.     One  sister  had 
•     psoriasis.     No  neurosis  in  family.     A  healthy-looking 
well-nourished  girl. 

The  patient  had  rheumatic  fever  five  years  ago  in  the 
London  Hospital.     This  is  the  only  illness  she  has  had. 

Her  mother  tells  her  that  "  when  she  was  one  week  old 
her  skin  peeled  right  off."  She  has  had  what  she  called 
"scurvy"  about  the  mouth  when  seven  years  old — eczema  ? 

In  August,  ]  884,  her  mother  noticed,  accidentally,  a  bald 
patch  on  the  back  of  the  scalp.  She  was  feeling  quite  well, 
and  was  in  a  situation  as  general  servant.  There  was  no 
soreness  in  the  place  at  the  time.  In  October  she  had  a  sore 
feeling  all  over  the  head  when  she  touched  it,  as  in  combing  it. 
At  this  time  she  noticed  a  second  patch.  A  third  patch  was 
observed  in  November,  and  a  fourth  in  January,  1885.  The 
latter  patches  have  all  burned  and  itched  very  much,  so  that 
she  has  felt  obliged  to  scratch  them.  The  burning  and 
itching  have  been  all  over  the  scalp,  not  specially  confined 
to  the  bald  patches.  About  the  end  of  January  or 
beginning  of  February,  1885,  she  felt  a  burning  and  itching 
in  the  neck,  and  on  looking  in  the  glass  she  and  her  mother 
noticed  a  white  patch  in  the  neighbourhood  of  the  right 
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clavicle.  Her  mother  said  it  looked  as  if  it  had  been 
burned.  It  felt  hot,  and  was  rough  on  the  surface.  It  was 
quite  white,  not  at  all  red ;  later  "  there  had  been  a  red  mark 
round  it."  It  went  away  for  two  or  three  days,  and  then 
came  back,  and  patches  came  on  the  other  side  in  a  corre- 
sponding position.  They  haVe  remained  since  then,  have 
slowly  increased  in  extent,  and  she  complains  of  intolerable 
itching  and  burning  in  the  patches.  It  always  burns  and 
itches  very  much  before  it  increases.  It  has  never  discharged. 
Her  general  health  is  good;  she  occasionally  suffers  from 
bilious  attacks.  She  had  an  attack  of  nettlerash  about  six 
weeks  ago,  and  she  has  had  nettlerash  previously,  following  a 
fright  or  fall. 

On  February  28,  1885,  when  observations  were  made,  it 
was  noted  that  she  has  six  patches  of  alopecia  areata  on  the 
scalp,  smooth  bald  patches  without  broken  hairs.  Extending 
forwards  obliquely  along  the  clavicle,  on  each  side,  is  a  patch 
of  a  pinkish  white  or  whity  pink  colour,  more  irregular  in 
outline  on  the  left  side  than  the  right.  The  skin  of  the 
affected  part  is  rough  but  not  scaly,  the  roughness  being 
apparently  due  to  wrinkling  of  the  skin  in  consequence  of 
minute  atrophies  causing  irregularities.  On  stretching  the 
skin  it  becomes  smooth  and  white,  or  almost  white,  for  the 
change  is  so  superficial  as  to  give  the  impression  that  one  can 
see  through  it  natural  pink  skin.  In  the  middle  line  are  a 
group  of  white  spots,  only  just  separated  from  the  anterior 
extremity  of  the  left  large  patch.  In  this  group  the  spots 
vary  in  size  from  a  pin's  point  to  a  large  pin's  head.  They 
are  perfectly  smooth  and  level  with  the  surrounding  skin. 
They  are  not  raised,  and,  though  seen,  cannot  be  felt  when  the 
finger  is  passed  over  them. 

In  the  centre  of  the  larger  patches  the  skin  presents  the 
appearance  of  infiltration  with  some  white  material — the  so- 
called  lardaceous  appearance.  At  the  same  time  the  infiltra- 
tion is  so  slight  and  superficial  that  it  scarcely  at  all  possesses 
the  degree  of  thickening  that  produces  the  "unpinchable 
skin  "  met  with  in  many  cases  of  morphoea  and  scleroderma. 

She  says  the  patches  of  affected  skin  are  not  so  sensitive 
as  the  surrounding  and  healthy  skin;  "they  feel  dead,"  but 
this  is  not  demonstrable  by  the  test  of  the  compasses.  Heart 
normal. 

Some  similar  white  patches  were  noticed  by  herself  and 
mother  in  the  axilla,  one  or  both,  but  at  the  time  of  her  visit 
they   cannot    be   seen — a  particularly  dark   morning.     The 
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patches  were  scraped,  and  the  scrapings  examined  under  the 
microscope.     No  fungus  seen. 

Five  years  ago  she  nursed  a  little  boy  with  bald  patches 
on  the  head,  which  suppurated  (F.  tonsurans  or  porrigo  ?). 

Whilst  under  continuous  observation  similar  patches  of 
superficial  morphoea  have  developed  in  each  loin  and  each 
flank.  A  few  minute  white  specks  similar  to  those  at  the  out- 
lying part  of  the  eruption  in  the  neck  have  developed  at  the 
bend  of  the  left  elbow.  It  is  not  quite  certain  whether  or  not 
a  few  exceedingly  minute  white  specks  are  present  at  the  bend 
of  the  right  elbow.  During  the  development  of  these  patches 
her  general  health  has,  on  the  whole,  been  good,  but  she  has 
suffered  from  headache  and  sore-throat.  She  has  been  able 
to  perform  her  duties  as  a  domestic  servant.  Whilst 
under  observation,  and  under  treatment  with  stimulating 
applications,  the  bald  patches  on  the  head  have  become  com- 
pletely covered  with  hair,  but  a  few  fresh  patches  of  alopecia 
have  developed. 

Remarks. — There  are  several  points  of  interest  in  the  above 
case.  The  chief  of  these  is  the  symmetry  of  the  eruption. 
Morphoea  is,  in  all  but  the  rarest  of  instances,  an  unsymme- 
trical  affection,  and  this  is  one  amongst  other  reasons  that 
leads  some  writers  to  regard  it  as  distinct  from  the  disease, 
practically  identical  in  its  appearance  and  histology  but  more 
widely  distributed,  known  as  scleroderma.  The  latter  is 
usually  symmetrical,  and  thus  this  case  presents  a  connecting 
link  between  the  local  and  the  general  forms  of  scleroderma. 
The  itching  has  been  greater  than  is  usually  observed  in  such 
cases. 

The  association  of  alopecia  with  morphoea  is  interesting, 
and  confirms  the  view  advanced  by  Sir  Dyce  Duckworth  of 
the  similarity  of  nature  of  these  two  affections.  The  fact  that 
the  patient  had  previously  nursed  a  child  suffering  from  bald 
patches  on  the  head  I  should  regard  as  unimportant ;  the  pro- 
bability from  the  description  points  to  ringworm  or  porrigo 
rather  than  alopecia. 

Lastly,  the  statement  that  the  patient  had  previously 
suffered  from  attacks  of  urticaria,  on  one  occasion  induced  by 
a  fright  or  fall,  tends  to  support  the  essentially  neurotic  nature 
of  both  the  morphoea  and  alopecia. 
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VII. — Congenital  Deformity  of  the  Upper  Extremities. 
By  Robert  William  Parker.  Exhibited  December 
11,  1885. 

EICHARD  W.,  set.  5  montlis,  presents  the  following  mal- 
formation : 
On  the  right  side,  the  thumb  is  absent,  the  fingers  being 
well  formed.  It  is  difficult  to  say  whether  any  of  the  carpal 
bones  are  absent;  probably  not.  There  appears  to  be  a 
radius,  much  dwarfed,  however,  in  size.  On  the  left  side,  the 
thumb  is  absent,  the  fingers  being  well  formed.  The  trapezium 
also  appears  to  be  absent.  No  trace  of  a  radius  can  be  made 
out.  Fig.  1  shows  the  condition  fairly  well,  except  that  the 
limbs  are  too  plump. 

Fia.  1. 


Both  forearms  are  much  dwarfed  in  their  proportions, 
especially  the  left,  which  is  an  inch  shorter  than  the  right. 
The  hands  are  abducted  to  a  right  angle.  Movements  at  the 
shoulder  and  elbow-joints  are  normal ;  those  at  the  wrists 
imperfect. 

With  a  view  to  correct  the  deformed  position  of  the  hands 
and  render  them  more  useful  in  later  life,  manipulation  and 
flexible  splints  have  been  tried,  and  with  complete  success 
on  the  right  hand.  The  left  hand  was  more  fixed  from  birth, 
and  has  proved  more  difficult  to  treat ;  section  of  ligaments  or 
tendons  may  be  necessary.     After  the  deformity  in  the  right 
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side  had  been  overcome,  a  poroplastic  gauntlet  was  made  for 
me  by  Mr.  Ernst,  as  represented  in  Fig.  2. 


Fig.  2, 


The  case  resembles  some  others  described  by  me  in  the 
Pathological  Society's  Transactions,  vol.  xxxiii,  p.  237.  In 
one  of  these,  that  of  a  boy  set.  12  years,  the  movements  and 
utility  of  the  hand  were  so  much  compromised  by  the  abduction 
and  adaptive  fixation  that  I  determined  in  the  case  just  recorded, 
with  a  view  to  greater  usefulness,  to  try  and  place  the  hand 
in  its  normal  position,  and  so  fix  it  by  a  suitable  apparatus. 
I  am  indebted  to  Dr.  Gell  and  to  Mr.  Eeginald  Farrar  (who 
was  present  at  the  child's  birth)  for  the  opportunity  of  report- 
ing the  present  case. 


VIII. — A  Case  of  Removal  of  Anterior  Part  of  Lower 
JaWf  and  the  whole  of  Tongue.  By  C.  Stonham. 
Exhibited  December  11,  1885. 

I  FIRST  saw  patient  (aet.  54)  in  June,  1885 ;  then  the  tip  of 
the  tongue  and  floor  of  the  mouth  were  involved  in  an 
epitheliomatous  ulcer  rather  to  the  right  side  of  the  middle 
line.  The  gums  and  jaw  were  also  involved.  One  or  two 
glands  below  the  symphysis  were  enlarged.  The  disease 
dated  from  September,  1884,  and  soon  grew  rapidly.  He  had 
previously  been  treated  with  iodide  of  potassium  and  local 
applications  of  mercury  without  benefit. 
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On  June  27  I  performed  laryngotomy,  and  put  a  large 
sponge  into  the  pharynx.  An  incision  was  made  down  the 
middle  line  as  far  as  the  hyoid  bone  and  the  flaps  reflected  as 
far  as  the  facial  artery  on  each  side.  The  jaw  was  sawn  through 
the  socket  of  the  first  bicuspid  on  each  side,  and  then  the  bone 
was  pulled  down  and  the  tongue  removed  with  scissors.  The 
tube  was  removed  in  two  days.     Uninterrupted  recovery. 

October  3. — Two  small  glands  removed  from  near  the 
hyoid  bone,  and  patient  went  out  well  on  October  28. 

The  two  ends  of  the  jaw  are  very  firmly  united  together 
by  dense  fibrous  tissue.  At  first  the  two  pieces  could  be  moved 
easily,  but  now  only  with  difiiculty. 

Patient  has  enjoyed  excellent  health  since  the  operation, 
and  there  is  hardly  any  deformity,  and  speech  is  quite  distinct. 

The  ulcer  was  probably  due  to  the  irritation  of  a  sharp 
tooth. 


IX. — Symmetrical    Guttate    Scleroderma.      By   J.    J. 
Peingle,  M.B.     Exhibited  January  8,  1886. 

RL.,  aet.  22,  unmarried,  a  dressmaker,  came  under  obser- 
•  vation  in  the  Out-Patient  Department  of  the  Middlesex 
Hospital  on  September  19,  1885.  There  is  nothing  of  moment 
in  the  family  history  except  that  her  father  and  mother  both 
suffer  from  chronic  articular  rheumatism,  and  that  one  brother 
has  had  acute  rheumatism.  Patient  states  that  she  enjoyed 
uniformly  good  health  till  the  age  of  15,  when  menstruation, 
which  had  begun  one  year  previously,  ceased.  Her  eyes 
became  prominent,  her  throat  swelled  and  she  suffered  from 
palpitation  and  sweating.  For  these  symptoms  she  was  for 
some  weeks  in  University  College  Hospital.  About  the  age 
of  18  she  noticed  that  her  skin  was  becoming  very  dark, 
especially  in  the  axillae,  flexures  of  the  elbows,  groins  and 
around  the  nipples.  In  1883  she  attended  the  Middlesex 
Hospital  under  Dr.  Kingston  Fowler  for  four  circular,  bald 
patches  on  the  scalp,  each  about  the  size  of  a  shilling,  two  of 
which  were  in  the  middle  line,  the  other  two  being  symmetri- 
cally situated  in  the  parietal  regions,  according  to  her  own 
statement.  They  recovered  under  treatment  by  tincture  of 
iodine  in  five  months. 

The  condition  for  which  patient  is  exhibited  first  showed 
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itself  shortly  afterwards  in  the  form  of  white  spots  and  patches 
on  the  backs  of  both  wrists,  which  itched  a  little.  In  June, 
1885,  the  lesions  on  the  neck  were  first  noticed. 

Present   condition. — A  fairly  nourished  girl  of  moderate 
intelligence  with  deep  brown  hair  and  irides.     Her  skin  is 
naturally  dark,  but  in  the  regions  mentioned  above  there  is 
great  increase  in  pigmentation.     The  mucous  membrane  of 
the  mouth  and  tongue  is  unaffected.     The  thyroid  is  palpably 
enlarged,  especially  its  right  lobe,  but  does  not  pulsate.     The 
eyes  are  prominent,  their  refraction  normal.     The  cardiac  apex 
is  displaced  a   little   downwards   and  outwards;  the  heart's 
action  is  rapid  and  sometimes  irregular,  but  the  sounds  are 
closed.     Over  the  back  of  the  neck  are  a  large  number  of 
glistening,  white  spots,  varying  in  size  from  that  of  a  pin's  head 
to  a  split  pea  and  coalescing  to  form  a  large  irregular  patch 
f  X  i  inch  over  the  spinal  column  at  the  level  of  the  last  cervical 
vertebra.    Discrete  spots,  roughly  symmetrical  in  arrangement, 
follow  the  course  of  the  cervical  nerves  down  to  both  clavicles. 
The  majority  of  these  spots  are  now  atrophic,    and  present 
delicate  linear  puckerings.     A  violet  halo  of  dilated  blood- 
vessels surrounds   some  of   the  larger  patches.     Those  pre- 
sumably most  recent  are  appreciably  hard  to  the  touch  and 
perhaps  slightly   raised  above  the  level  of  the   surrounding 
skin.     Spots  exhibiting  similar  characters  are  symmetrically 
distributed  behind  the  ears,  on  the  back  of  the  wrists,  on  both 
elbows,  over  the  external  condyles,  in  both  gluteal  regions,  in 
the  popliteal  spaces  and  round  the  lower  part  of  the  thighs 
where  the  garters  are  fixed.     During  the  last  three  months  the 
lesions  have  become  much  less  obvious,  and  a  strong,  oblique 
light  is  now  necessary  to  appreciate  their  existence  in  many 
instances.     None  of  the  spots  give  rise  to  subjective  symptoms. 
There  is  no  appreciable  diminution  of  sensibility  over  them. 

BemarJcs. — (1)  The  guttate  distribution  and  thinness  of  the 
sclerodermic  plates  indicate  probably  the  implication  of  only 
limited,  scattered  areas  of  vessels  of  the  superficial  longitudinal 
plexus  of  the  skin. 

(2)  The  symmetrical  arrangement  of  the  lesions  and  their 
association  with  "  Grraves'  disease,"  tend  to  support  the  theory 
of  the  central  origin  of  the  tropho-neurosis. 

(3)  The  frequent  occurrence  of  "  alopecia  areata,"  coe- 
taneously  with  localised  scleroderma,  is  strongly  in  favour  of 
the  neurotic  origin  of  the  former  disease. 

(4)  Many  of  the  cases  described  as  "  maculaB  atrophicae  " 
are  probably  of  the  same  nature  as  that  exhibited. 


iCV-IAi/v 


DESCRIPTION   OF    PLATE    VIII,    ILLUSTRATING    MR. 
SYMPSON'S  CASE   OF  MYOSITIS  OSSIFICANS. 

Fig.  1. — Shows  the  bony  nodules  in  the  back  and  the  neck  and  on  the 
iliac  crest. 

Fig.  2. — Shows  the  peculiar  congenital  deformity  of  the  toes. 
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X. — Case  of  Myositis  Ossificans.  By  Jonathan 
Hutchinson,  F.E.S.  (for  Mr.  Sympson,  of  Lincoln). 
Exhibited  January  8,  1886. 

CHARLES  ALFRED  M.,  get.  7,  light-complexioned,  with 
liglit  brown  hair  and  blue  eyes. 

Present  condition. — He  presents  a  series  of  lumps,  appa- 
rently bony,  along  the  margin  of  each  latissimus  dorsi,  one  in 
the  left  trapezius  a  little  below  the  occiput,  another  in  the 
right  trapezius  midway  down  the  neck,  and  a  third  over  the 
right  supraspinous  fossa.  Another,  in  the  substance  of  the 
right  triceps,  reached  from  the  posterior  margin  of  the  axilla 
nearly  to  the  insertion  of  the  deltoid.  A  saddle  of  bone  covers 
the  erector  spinas  on  either  side  (Plate  VIII,  fig.  1),  and 
renders  the  boy  incapable  of  stooping.  The  right  shoulder- 
joint  is  quite  fixed,  but  there  is  a  little  movement  in  the  left. 
There  is  no  ossification  of  any  of  the  muscles  on  the  anterior 
surface  of  the  trunk. 

History. — Health  always  good;  had  measles  when  2 
years  old.  Father  a  fitter  in  a  foundry,  somewhat  rheumatic. 
Mother  healthy.  Two  sisters  set.  18  and  16,  healthy. 
Paternal  grandparents  both  suffer  much  from  rheumatism. 
Maternal  grandfather  is  said  to  have  died  from  cancer  in  the 
chest. 

Fifteen  months  ago,  while  running,  the  boy  fell  upon  the 
pavement  and  injured  his  right  shoulder ;  a  painful  swelling 
formed  over  the  scapula,  which  gradually  shrank,  and  three 
months  after  a  similar  swelling  formed  over  the  left  scapula. 

When  first  seen  by  Mr.  Sympson  on  March  27,  1885,  the 
growths  were  larger,  more  elastic  and  nodulated  than  they  are 
at  present.  A  month  after  this  date  a  fresh  tumour  appeared 
on  the  right  ilium,  and  another  over  the  left  eleventh  rib. 

The  boy  presents  a  peculiar  congenital  deformity  of  both 
feet  consisting  of  enlargement  and  projection  inwards  of  the 
head  of  each  first  metatarsal  bone,  and  a  turning  upwards  of 
each  great  toe  (Plate  VIII,  fig.  2) . 
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XI. — Elephantiasis  of  Leg.  By  Stephen  Mackenzie,  M.D. 
Exhibited  January  22,  1886. 

THE  patient  is  a  very  healthy  woman,  under  the  care  of 
Mr.  Couper  in  the  London  Hospital,  aet.  51 ;  has  been 
the  mother  of  four  children.  There  is  a  history  of  rheu- 
matism in  the  family ;  the  patient  herself  had  an  attack,  she 
says,  twenty-five  years  ago,  which  has  left  her  crippled  in  one 
hand.  She  has  lived  in  Lincolnshire  nearly  all  her  life.  Her 
home  now  is  in  Monmouth,  and  she  is  come  up  from  there  to 
be  treated. 

The  eruption  covers  the  whole  of  the  left  leg  as  high  as 
the  knee  j  the  skin  over  the  rest  of  the  body  is  quite  healthy. 

The  patient  says  that  the  disease  commenced  about  twenty- 
three  years  ago  on  the  sole  as  a  number  of  minute  corns 
which  she  used  to  scratch  out,  and  it  was  not  until  the  last 
six  years  that  it  began  to  spread,  increasing  much  more  rapidly 
of  late ;  that  it  spread  like  patches  of  ringworm  ;  that  originally 
the  whole  area  of  it  was  very  red,  with  large  dry  scales  such 
as  now  appear  on  the  dorsum  of  the  foot  j  and  that  it  is  still 
rapidly  increasing. 

The  whole  of  the  leg  below  the  knee  is  swollen,  the  skin 
being  infiltrated  and  oedematous.  On  the  sole  of  the  foot  and 
around  the  ankle  the  skin  and  subcutaneous  tissues  are  greatly 
thickened  and  present  an  irregular  warty  appearance  with 
some  ulceration.  On  the  dorsum  it  is  red,  pits  on  pressure, 
is  tolerably  smooth,  but  covered  with  large  flaky  scales.  Over 
the  greater  part  of  the  leg  the  skin  is  thick  and  covered  with 
incrustations  constituted  in  part  by  dried  ointment  and  crusts 
formed  by  healing  ulceration.  At  the  upper  part  of  the  leg, 
where  the  disease  is  spreading,  it  presents  a  raised  serpiginous 
scaly  margin  of  red  colour. 

Remarks. — The  disease  appears  to  consist  of  some  chronic 
inflammatory  process,  which  by  involving  the  lymphatics  has 
led  to  their  obstruction  and  occasioned,  by  over-nutrition, 
hypertrophy  of  the  skin  and  subcutaneous  tissue,  constituting 
a  local  elephantiasis. 

The  patient  says  there  has  never  been  much  exudation  of 
fluid,  no  pain,  and  very  little  itching,  and  that  during  the  last 
year  it  has  spread  some  9  inches  up  the  leg. 
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XII. — Two  Gases  of  Associated  Paralysis  of  the  Tongue, 
8 oft  Palate,  and  Vocal  Cord  on  the  same  side.  By 
Stephen  Mackenzie,  M.D.  Exhibited  February  12, 
1886, 

CASE  1. — F.  M.,  88t.  30.  Has  been  under  my  observation 
for  the  last  four  years,  for  various  syphilitic  manifestations. 
The  most  important  of  these,  and  that  for  which  he  is  shown 
to-night,  in  conjunction  with  another  patient  with  similar  sym- 
ptoms, is  associated  paralysis  of  tongue,  soft  palate,  and  vocal 
cord  on  the  left  side.  He  has  paralysis  and  wasting  of  the 
left  sterno-mastoid  and  trapezius.  He  has  also  narrowing  of 
left  palpebral  fissure,  retraction  of  globe  and  contraction  of 
pupil  on  the  same  side.  His  state  in  1883  is  described  in  the 
Brit.  Med.  Journ.,  March  3,  p.  408.  His  condition  as  regards 
the  tongue,  palate,  and  throat  remains  exactly  as  there  described. 
He  has  had  several  new  symptoms,  amongst  which  may  be 
mentioned  extensive  enlargement  of  the  lymphatic  glands  on 
each  side  of  the  neck,  forming  large  irregular  swellings.  In 
their  massiveness  and  hardness  they  resembled  lymphadenoma, 
but  there  was  no  associated  anaemia.  After  lasting  many 
months  they  disappeared  under  iodide  of  potassium.  Quite 
recently  the  left  teres  minor  has  become  wasted  and  paralysed. 
This  is  very  important  as  indicating  a  downward  extension  of 
the  lesion  in  the  cord  which  has  given  rise  to  the  paralysis  of 
the  external  (spinal)  root  of  the  spinal  accessory  nerve. 

Case  2. — A.  M.,  get.  about  50,  a  Frenchman,  refiner,  was 
attacked  with  symptoms  of  kidney  disease  about  two  years  ago ; 
became  swollen  all  over ;  his  urine  contained  some  blood.  He 
remained  nearly  constantly  under  the  care  of  Drs.  Thyne  and 
Cotman  for  this  complaint.  On  December  4,  1885,  he  went  out 
one  evening  which  was  very  wet  and  cold  (he  had  had  some  extra 
work  during  the  day) .  When  he  came  home  he  ate  his  usual 
supper  of  bread  and  milk  without  any  appetite,  and  immedi- 
ately vomited  it.  He  retched  all  night.  He  had  severe  pain 
on  the  left  side  of  the  head,  especially  in  the  temporal  region, 
but  going  down  the  neck  to  the  shoulder  of  that  side.  About 
three  or  four  days  after  the  vomiting,  fluids  came  back  through 
the  nose,  and  about  one  week  from  the  onset  of  his  symptoms 
his  voice  became  affected.  Dr.  Cotman  noticed  the  tongue 
was  paralysed  about  a  week  or  ten  days  after  the  onset  of  the 
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symptoms.  He  thinks  the  left  shoulder  and  arm  have  been  a 
little  weak,  but  he  had  what  he  calls  rheumatism  there  last 
August. 

His  voice  has  not  improved  from  the  time  when  it  first 
became  affected,  and  the  tongue  remains  in  the  same  condition. 
At  the  beginning  (about  a  week  after  the  commencement  of 
his  symptoms)  his  saliva  used  to  dribble  away,  but  it  does  not 
now.  He  has  phlegm  in  his  throat,  which  he  has  a  difficulty 
in  expectorating.  At  the  present  time  he  has  a  certain  degree 
of  dysphagia,  having  to  wash  down  all  solid  food  with  liquids. 
None  now  returns  through  the  nose.  He  complains  of  pains 
all  over  {rheumatise) .  He  attributes  his  illness  to  close  appli- 
cation to  his  work  and  breathing  the  fumes  of  lead,  mercury, 
antimony,  &c.  The  immediate  cause  he  attributes  to  the 
severe  retching.  The  patient  is  a  very  intelligent  man.  He 
denies  syphilis,  but  admits  gonorrhoea.  His  complexion  is 
extremely  pallid,  but  not  now  puffy.  He  speaks  in  a  hoarse, 
low-pitched  voice  which  is  rather  difficult  to  understand. 

There  is  no  asymmetry  of  his  face  at  rest,  nor  on  bringing 
the  facial  muscles  into  play.  Movements  of  eyes  normal. 
Hearing  good.     Optic  nerves  normal. 

When  he  protrudes  his  tongue  there  is  no  marked  deviation, 
but  it  is  perhaps  slightly  deflected  to  the  left  (only  to  a  very 
insignificant  degree  certainly).  But  whilst  the  whole  tongue 
is  not  deflected  the  raphe  is  most  distinctly  curved  to  the  left. 
The  right  half  of  the  tongue  is,  when  protruded,  seen  to^be  on 
a  slightly  lower  level  and  to  be  in  movement,  whilst  the  left 
half  rises  up  above  the  level  of  the  right  half  at  the  raphe  and 
is  wrinkled  and  free  from  signs  of  movement  when  protruded. 
When  the  tongue  is  retracted  it  is  drawn  to  the  right  side  of 
mouth,  the  tip  being  opposite  the  first  right  molar  tooth,  and  the 
raphe  points  to  the  right  side.  On  holding  the  tongue,  when 
he  is  asked  to  forcibly  protrude  it,  the  right  half  is  felt  in 
vigorous  contraction ;  the  left  does  not  feel  to  contract  at  all. 
When  at  rest  the  left  arch  of  the  palate  is  a  little  higher  and 
wider  than  the  right ;  the  uvula  is  deflected  to  the  left.  When 
he  articulates,  the  right  arch  of  the  palate  becomes  both  higher 
and  narrower  than  the  left.  The  reflex  excitability  of  the 
palate  is  less  on  the  left  side  than  on  the  right.  There  is 
paralysis  of  the  left  vocal  cord,  which  remains  abducted. 

When  stripped  and  looked  at  from  in  front,  a  great  differ- 
ence is  observed  in  the  two  sides  of  the  neck  and  shoulder. 
The  left  trapezial  fold  is  on  a  lower  level,  thinner,  and  irregu- 
larities are  produced  (when  at  rest)  by  the  projecting  posterior 
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DESCRIPTION    OF    PLATE    VII,    ILLUSTRATING    MR. 
GODLEE'S  CASE  OF  MULTIPLE  CALCULI. 

a,  b. — Stones  occupying  the  dilated  prostate  and  fitting  on  to  one- 
another.     In  the  figure  they  have  been  slightly  separated. 

c. — Small  stone  which  fitted  on  to  the  facet,  d,  at  the  end  of  the  long 
one.  In  the  figure  it  is  represented  as  turned  back  from  its  natural 
position. 

The  plate  was  prepared  by  drawing  the  bladder  and  urethra  on  a 
piece  of  card  and  fixing  the  stones  in  situ.  A  photograph  was  then 
taken. 
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superior  edge  of  the  scapula.  The  acromial  end  of  the  clavicle 
is  also  unusually  distinct. 

When  he  is  told  to  raise  the  shoulders  the  difference  is 
greatly  intensified ;  the  right  shoulder  is  more  raised^  the 
clavicle  becomes  nearly  vertical  and  the  shoulder  is  approxi- 
mated to  the  neck,  whilst  the  left  shoulder  is  much  less  raised, 
the  clavicle  very  little  tilted,  and  a  deep  hollow  is  formed 
above  the  clavicle  between  the  shoulder  and  neck. 

Posterior  view  :  Left  shoulder  lower ;  trapezial  fold  sharp 
and  slight ;  scapula  rather  less  prominent.  All  intensified  on 
raising  the  shoulders.  He  cannot  get  the  left  elbow  up  to  the 
shoulder  level  when  on  a  plane  with  the  chest. 

Left  sterno-mastoid  and  trapezius  much  wasted. 

EemarJcs. — These  two  cases  are  exhibited  to  illustrate  the 
associated  paralysis  of  the  tongue,  soft  palate,  and  vocal  cord 
on  the  same  side.  The  paralysis  and  wasting  of  the  tongue  is 
evidently  due  to  an  affection  of  the  hypoglossal  nucleus  or 
root  in  the  medulla ;  the  paralysis  of  the  vocal  cord  to  disease 
of  the  internal  branch  of  the  spinal  accessoiy  nerve  in  the 
medulla.  The  late  Lockhart  Clarke  pointed  out  the  close 
association  of  the  nuclei  of  the  hypoglossus  and  spinal  acces- 
sory in  the  medulla.  The  involvement  of  the  soft  palate  in 
these  two  cases,  and  in  several  other  cases  I  have  seen  and  Dr. 
Hughlings  Jackson  has  described  [London  Hospital  Reports, 
vol.  i,  1864,  and  subsequent  volumes),  support  the  view  that 
the  soft  palate  is  innervated  largely  by  the  spinal  accessory 
nerve.  In  these  two  cases  exhibited  and  in  other  cases  the 
facial  nerve  has  not  been  affected. 


XIII. — Case   of  a    Chain    of    Calculi    occupying   the 
Urethra  and  Bladder,  removed  by  Median  Lithotomy. 
By  R.  J.  GoDLEE,  M.S.,  M.B.     Notes  of  History  sup- 
plied by  Br.  A.  H.  Robinson.  Exhibited  Feb.  12,1886. 

jp  ICHARD  M.,  aet.  46.  Brought  up  as  a  grocer,  and  was 
JX  afterwards  for  seventeen  years  at  sea.  For  the  last  ten 
or  twelve  years  he  has  been  a  barman  in  public-house. 

There  is  no  history  of  stone  in  family.  He  had  gonorrhoea 
twenty  years  ago.  He  was  brought  to  the  Mile-End  Infirmary 
in  September  last,  insensible,  having  fallen  downstairs  in  a  fit. 
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After  admission  he  had  a  series  of  epileptic  fits,  and  laid 
insensible,  with  sphincters  relaxed  (?)  for  several  days.  As 
soon  as  he  became  able  to  talk  he  insisted  on  leaving  the 
infirmary,  and  nothing  further  was  heard  of  him  until  he 
returned  on  January  20  of  this  year  (1886)  complaining 
of  pain  in  back,  incontinence  of  urine  and  haematuria.  On 
attempting  to  pass  a  sound,  an  obstruction  was  met  with 
about  the  root  of  the  penile  portion  of  the  urethra,  and  a 
calculus  was  struck  in  the  urethra ;  an  elongated  calculus  could 
also  be  felt  in  the  urethra  apparently  filling  it,  on  manipulating 
the  perinaeum,  and  the  grating  of  fragments  was  detected. 
The  finger  introduced  into  the  rectum  came  at  once  on  a  round 
hard  mass  in  the  position  of  the  prostate. 

Past  history. — He  never  saw  blood  in  the  urine  before  New 
Year's  Day.  Urine  dribbled  only  once  or  twice  during  last 
three  years  up  to  three  or  four  weeks  ago,  when  incontinence 
became  established.  As  a  matter  of  fact,  he  was  ^^wet"  when 
in  the  infirmary  three  months  previously. 

Operation  (January  24,  1886,  noon). — The  patient  having 
been  placed  in  the  lithotomy  position,  the  posterior  part  of 
the  stone  occupying  the  bulbous  portion  of  the  urethra  was 
cut  down  upon,  and  a  stricture  of  some  length  behind  it 
was  divided.  The  membranous  part  of  the  urethra  was 
then  opened  as  in  a  median  lithotomy,  and  the  stones  were 
extracted  with  forceps  from  the  prostatic  urethra,  which 
was  dilated  into  a  large  irregular  cavity,  and  from  the 
bladder.  The  urethral  stone  was  then  seized  with  the  forceps 
and  extracted  through  the  perineal  wound,  and  finally  the 
anterior  stricture  was  dilated  by  passing  straight  bougies  from 
behind  forwards,  entering  them  at  the  wound  and  making 
them  emerge  at  the  meatus.  The  operation  involved  no  diffi- 
culty; it  was  accompanied  by  very  little  haemorrhage,  and 
was  followed  by  hardly  any  shock. 

The  situation  of  the  stones  and  their  relations  to  the  two 
strictures  is  shown  in  Plate  VII ;  the  stones  were  fixed  upon 
a  card  and  photographed. 

Patient's  temperature  same  night  102"4°,  pulse  140.  Next 
day,  temp.  100°;  pulse  100.  Since  then  temp,  normal,  and 
pulse  only  once  over  92. 

Some  urine  passed  per  urethram  a  week  after  operation. 

Feb.  10. — Patient  feels  well,  and  is  in  good  spirits. 
Wound  healthy,  closing  rapidly,  urine  passing  per  urethram 
whenever  he  lies  on  side. 
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XIV. — A  Case  of  Removal  of  a  Tumour  of  the  Nech 
causing  Injury  to  the  Cervical  Sympathetic.  By  R. 
J.  GoDLEE,  M.S.,  M.B.    Exhibited  February  26, 1886. 

SARAH  G.,  8Bt.  8,  admitted  into  the  North-Eastern  Hospital 
for  Children,  August  10,  1885,  with  a  large  tumour  pro- 
jecting externally  and  into  the  pharynx,  which  had  been  noticed 
a  year ;  it  caused  no  inconvenience  except  snoring  at  night, 
and  was  steadily  increasing. 

Operation. — August  22,  the  tumour  was  removed  through 
an  incision  2  inches  long  along  the  anterior  border  of  the 
sterno-mastoid.  Tributaries  of  the  internal  jugular  vein  and 
the  hypoglossal  nerve  crossed  the  tumour.  The  external 
carotid  artery  was  in  front  of  the  tumour.  The  digastric  had 
to  be  notched. 

Tumour. — There  was  one  mass  as  large  as  a  small  hen's 
egg,  and  several  smaller  ones  as  large  as  nuts,  and  also  a  long 
one  extending  up  to  the  base  of  the  skull  1  ^  inches  long,  1  inch 
broad.  Each  had  a  sort  of  pedicle,  and  was  contained  in  a 
thick  capsule,  which  was  left  behind.  The  colour  was  pale 
buff,  the  consistence  firm,  no  cheesy  or  other  degeneration  had 
occurred.  The  microscopical  structure  was  principally  fibrous, 
with  large  nucleated  cells  not  unlike  ganglionic  nerve-cells. 
The  deep  part  of  the  growth  was  only  covered  by  the  mucous 
membrane  of  pharynx. 

Pupils  and  eyelids. — The  pupils  were  equal  at  the  close 
of  operation ;  but  perhaps  both  small.  Two  days  later  the 
condition  now  seen  was  observed,  viz.  the  right  pupil  is  small, 
but  not  stationary ;  contracting  to  light,  and  when  an  object 
is  rapidly  drawn  away  from  it ;  also  when  looking  at  a  near 
object,  but  not  with  cocaine. 

Ocular  dit. — Narrower  than  on  the  opposite  side.  This 
depends  upon  inability  to  open  either  lid  to  the  full  extent, 
no  doubt  due  to  paralysis  of  the  involuntary  muscular  fibres 
in  both  lids,  described  by  Miiller. 

Progress  of  case. — On  the  second  day  a  curious  husky  cough 
began,  which  lasted  a  few  days.  Some  milk  was  returned 
through  the  nose  on  this  day ;  this  did  not  continue  beyond 
the  following  day.  There  was  no  facial  or  hypoglossal  or 
other  paralysis.  The  wound  suppurated,  and  the  temperature 
for  three  days  was  between  99°  and  101  "4°,  afterwards  it  was 
practically  normal.  The  wound  healed  in  about  six  weeks. 
VOL.  XIX.  21 
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She  became  thinner  and  out  of  health  after  the  operation,  but 
has  now  regained  her  former  condition,  except  as  regards 
the  eye. 

It  is  conceivable  that  the  elongated  mass  last  removed 
may  have  been  the  much  enlarged  superior  cervical  ganglion. 

RemarJcs. — The  fact  that  the  pupil  after  injury  to  the  cer- 
vical sympathetic  dilates  with  belladonna,  but  not  with 
cocaine,  has  been  shown  by  Mr.  W.  H.  Jessop  {Proceedings  of 
Royal  Society,  No.  238,  1885,  Ophthalmological  Society's 
Transactions,  vol.  v,  and  elsewhere),  and  is  explained  by  the 
fact  that  cocaine  acts  upon  the  nerve  which  dilates  the  pupil, 
or  rather  inhibits  its  contraction  [vide  Gaskell,  Journal  of 
Physiology,  vol.  vii.  No.  1,  ^^On  the  Structure,  Distribution, 
and  Functions  of  the  Nerves  which  innervate  the  Visceral 
and  Vascular  Systems/'  p.  37).  The  tumour  is  clearly  not 
glandular,  and  clearly  not  malignant.  Is  it  a  neuroma  of  the 
sympathetic  ? 


XV. — Congenital  Tumour  in  the  Bight  Side  of  the  Nech 
rising  and  falling  ivith  Respiration.  By  Robert 
William  Paekee.     Exhibited  February  26,  1886. 

ANNIE  B.,  aet.  2  months,  presents  a  soft,  thin-walled, 
congenital  tumour  in  the  centre  of  the  posterior  triangle 
of  the  right  neck.  This  tumour,  which  is  resonant  on  percus- 
sion, rises  and  falls  with  the  respiration,  during  expiration 
becoming  quite  tense,  hemispherical  in  outline,  and  about  as 
large  as  a  Tangerine  orange ;  that  is  to  say,  it  nearly  fills  the 
interval  between  the  jaw  and  the  clavicle.  It  appears  to 
spring  from  beneath  the  sterno-mastoid  muscle^  the  outer  edge 
of  which  it  rather  everts;  connections  with  the  trachea  or 
thyroid  cannot  be  made  out.  The  child  habitually  lies  with 
the  head  turned  towards  this  side,  and  resists  any  attempt  which 
is  made  to  turn  the  head  towards  the  opposite  side.  The 
tumour  is  quite  soft,  except  at  one  point  deep  down  towards 
its  attachment,  where  a  small  nodular  mass  can  be  felt ;  its 
other  contents  are  almost  certainly  air,  which  ebbs  and  flows 
with  the  respiration.  Respiration  appears  to  be  quite  normal, 
as  is  the  voice.  The  child  is  breast-fed,  well-nourished,  and 
thriving. 

RemarJcs. — This  tumour  most  nearly  corresponds  with  what 
Virchow  has   described  as  "  laryngocele  ventricularis,"  thin- 
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walled  sacs  communicating  with  the  ventricle  of  the  larynx. 
These  sacs  vary  in  position ;  they  have  a  hollow  but  small 
pedicle  of  variable  length,  and  may  even  reach  into  the  mouth ; 
though  generally  unilateral  they  may  occur  on  both  sides; 
they  are  lined  with  a  flattened  ciliated  epithelium. 

Meckel  has  described  diverticula  from  the  trachea  in  the 
neighbourhood  of  the  fifth  and  sixth  rings.  The  fact  that 
the  tumour  filled  out  during  expiration,  and  that  it  did  not 
crackle  when  pressed,  i.  e.  did  not  contain  lung,  appears  to  shut 
out  of  consideration  a  congenital  malformation  of  the  pleural 
cavity  (pneumonocele)  of  that  side. 

Treatment. — A  pad  was  to  be  fixed  and  worn  over  the 
swelling,  which  would  prevent  its  filling.  When  seen  some 
months  after  this  plan  had  been  tried  the  tumour  was  distinctly 
smaller. 


XVI. — Elongation  and  Deformity  of  the  Bones  in  Con- 
genital Syphilis.  By  G.  H.  Makins.  Exhibited 
February  26,  1886. 

WS.,  aot.  17,  one  of  five  children ;  his  mother  gives  a 
•  distinct  history  of  infection  at  the  time  of  her  marriage. 
The  first  child  died  with  signs  of  congenital  syphilis;  W.  S. 
was  the  second,  and  the  other  three  all  suffered,  but  more 
lightly. 

Up  till  his  tenth  year  W.  S.  was  fairly  strong,  but  since 
then  the  deformity  of  his  head  and  Hmbs  has  been  gradually 
developing. 

Present  condition. — Patient  is  thin  and  emaciated  ;  there  is 
considerable  general  pigmentation  of  the  skin,  but  this  is 
especially  noticeable  in  the  forehead  and  right  leg.  Complains 
of  some  pain  in  the  head,  and  the  nodes  on  the  parietal  bones, 
but  there  is  no  pain  in  the  limbs,  and  he  sleeps  well. 

Corneae  normal.  Central  upper  incisiors  normal.  Skin 
at  angles  of  mouth,  of  upper  lip  and  of  chin  harsh,  shiny  and 
shows  a  tendency  to  crack. 

Head. — Nodes  on  both  parietal  bones,  situated  in  the  mid- 
line of  each  bone  at  the  junctions  of  the  two  outer  with  the 
middle  third  in  a  line  extending  from  before  backwards ;  the 
large  one  at  the  back  part  of  the  right  parietal  bone  fluctuates. 
Another  node  over  the  centre  of  the  right  half  of  the  frontal 
bone. 
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Thorax. — No  projection  of  sternum.  Well-marked  beading 
at  junction  of  ribs  and  cartilages ;  the  lower  ribs  are  much 
projected  by  the  enlarged  liver  and  spleen. 

Right  upper  extremity. — Humerus  normal.  Forearm  :  The 
whole  forearm  is  curved  with  convexity  to  the  radial  side. 
Radius  in  its  lower  half  very  much  thickened ;  the  styloid 
process  is  a  good  f  of  an  inch  lower  than  that  of  the  ulna.  No 
thickening  of  ulna,  but  the  bone  is  curved  inwards  by  the 
elongated  radius.  The  hand  is  strongly  thrown  over  to  the 
ulnar  side.  Fingers  somewhat  clubbed.  Movements  of 
shoulder  free.  Extension  of  the  elbow  beyond  90°,  and 
radial  adduction  are  prevented  by  the  elongation  of  the  radius. 
About  half  the  normal  range  of  pronation  and  supination  is 
possible. 

Left  upper  extremity. — Humerus  normal.  Radius  :  Upper 
half  not  much  enlarged ;  on  the  lower  half  two  fusiform 
enlargements,  at  the  lower  of  which  a  considerable  inward 
curve  exists ;  the  styloid  process  projects  a  good  inch  below 
that  of  the  ulna.  Ulna  :  Considerable  enlargement  of  olecranon . 
There  are  two  large  nodes  at  the  centre  and  one  in  the  lower 
third.  The  movements  of  the  shoulder  and  wrist  are  about 
the  same  as  on  the  right  side,  radial  adduction  at  the  wrist 
being  prevented  by  the  length  of  the  styloid  process  of  the 
radius,  the  hand  being  thrown  over  to  the  ulnar  side.  The 
movements  of  the  elbow  are  as  on  the  right  side,  but  the  joint 
contains  fluid,  and  the  synovial  membrane  is  thickened  and 

p'^^py.-  .  ...  .     . 

Right  lower  extremity. — A  white  shining  depressed  cicatrix 
about  the  centre  of  the  antero-external  border  of  the  thigh. 
The  skin  of  the  leg  is  in  a  scaly  eczematous  condition,  and  on 
its  outer  aspect  is  a  crescentic  ulcer  surrounded  by  a  dark 
congested  area.  Superficial  veins  enlarged ;  toes  clubbed.  A 
linear  cicatrix  over  the  inner  aspect  of  the  tibia  in  its  upper 
third  marks  the  site  of  an  exploratory  incision  made  four 
years  ago.  Femur :  Lower  third  much  thickened.  Tibia 
thickened  except  in  upper  third,  it  is  curved  anteriorly,  the 
point  of  greatest  convexity  being  just  above  the  centre. 
Fibula  :  Lower  third  enlarged  to  double  the  normal  size.  Inner 
ankle  normal. 

Left  lower  extremity. — No  ulceration.  Femur  apparently 
normal.  The  tibia  and  fibula  resemble  those  on  right  side, 
but  the  fibula  is  at  least  four  times  its  normal  circumference 
in  the  lower  third. 

Viscera. — Lower  margin  of  liver  extends  to  below  umbilicus^ 
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the  dulness  extending  upwards  in  the  middle  line  to  the 
fourth  intercostal  space.  Surface  smooth.  Splenic  dulness 
4 1  inches.  Urine  acid,  sp.gr.  1015.  No  albumen,  sugar,  or 
casts. 

The  most  striking  features  are  the  abnormal  length  of  the 
lower  extremities  and  the  curvature  of  the  tibiae  and  radii  in 
each  case  appearing  to  depend  on  the  greatly  increased  relative 
length  of  the  curved  bone,  the  ulna  and  the  fibula  standing 
to  the  radius  and  the  tibia  in  the  relation  of  the  string  to  the 
bow.     The  following  is  the  length  of  the  individual  bones  : 


Right  Humerus     . 

.     10|  in. 

Left     . 

.     10|  in. 

„      Radius 

•       n   „ 

.       n  „ 

„      Ulna  . 

.       81   „ 

.       9i  „ 

„     Femur 

•  m  „ 

.     17     „ 

„      Tibia  . 

■     151   „ 

.     15i  „ 

„     Fibula 

.     15^   „ 

.     15    » 

From  pubes  to  crown  27  in. 

From  pubes  to  soles,  right  32  f  in.,  left  32  in. 


XYII. — A  Case  of  a  Congenital  Canal  in  the  Raphe  of 
the  Scrotum.  By  Victoe  Hoesley,  B.S.,  F.R.S. 
Exhibited  March  12,  1886. 

n"'HE  following  condition  is,  I  believe,  of  sufficient  rarity  to 
X  merit  a  fuller  description  and  literary  research  than  that 
at  my  disposal,  but  I  hope  no  salient  points  will  be  omitted  in 
the  following  account. 

A.  B.,  a  clerk,  an  educated  and  intelligent  man,  presented 
himself  among  my  out-patients  at  University  College  Hospital 
on  March  7,  1886,  complaining  of  inconvenience  caused  by  a 
*'  swelling  "  in  the  perinagum. 

Family  history  not  important. 

Personal  history  good. 

History  of  present  illness. — Patient  stated  that  ever  since  he 
could  remember  he  had  been  liable  to  a  swelling  gradually 
forming  in  the  middle  line  of  the  scrotum,  and  that  this  swel- 
ling he  was  in  the  habit  of  removing  by  simply  squeezing  it, 
when  muco-pus  used  to  escape  from  an  opening  in  the  raphe  of 
the  scrotum  and  the  swelling  to  diminish.  It  usually  refilled 
in  from  two  to  three  weeks,  and  sometimes  made  an  oval 
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tumour  about  1^  inches  long,  just  in  front  of  the  central  point 
of  the  perinseum. 

Present  state. — Patient  was  a  tall,  thin,  dark  man,  who 
presented  no  other  signs  of  malformation. 

On  examination  of  the  scrotum  there  was  found  a  fine  canal 
running  backwards  from  the  most  dependent  part  of  the 
scrotum  to  the  central  point  of  the  perinseum.  It  occu- 
pied the  raphe,  which  appeared  (the  canal  being  empty) 
solid  and  cord  like.  The  anterior  extremity  of  the  canal 
opened  on  the  surface  of  the  skin.  Half  an  inch  in  front 
of  the  opening  the  raphe  showed  a  little  trough-like  exca- 
vation for  about  a  quarter  of  an  inch,  clearly  the  dorsal 
half  of  a  similar  tubular  condition  of  the  raphe.  The  canal 
above  referred  to  would  admit  a  fine  probe  (Bowman  No.  2) 
easily ;  it  terminated  posteriorly  in  the  centre  of  the  peringeum, 
and  here  its  extremity  was  rather  dilated.  On  slitting  it  up 
it  was  found  to  be  lined  with  smooth  (tesselated  ?)  epithelium, 
and  to  contain  some  muco-pus.  The  walls  were  thus  composed 
mainly  of  skin,  but  there  was  some  loose  connective  tissue 
as  well  outside  the  dermal  lining,  so  that  the  wall  was  more 
or  less  elastic  and  distensible.  No  communication  with  the 
rectum  or  urethra. 

Treatment. — The  canal  was  simply  excised  in  its  whole 
length.     The  wound  healed  readily. 

Pathology. — Through  the  great  kindness  of  Mr.  Stephen 
Paget  I  have  been  able  to  consult  the  record  of  a  very  similar 
case,  namely,  one  described  at  length  by  Bouchut  in  his  Traite 
Pratique  des  Maladies  des  Nouveau-nes,  ^c,  5th  edition,  1867, 
p.  641. 

In  this  case  there  was  found  in  a  newborn  infant  an 
imperforate  anus ;  the  rectum  terminated  in  a  pouch,  from  the 
anterior  wall  of  which  led  away  a  fine  canal  to  the  raphe  of  the 
scrotum  (thus  passing  through  the  central  point  of  the  peri- 
naeum).  This  canal  opened  on  the  surface  of  the  scrotum  at 
just  about  its  most  dependent  part. 

The  case  was  treated  successfully  by  M.  Danyan,  who 
passed  a  sound  (a  fine  stylet)  along  the  canal  into  the  rectum 
and  cut  down  on  its  point. 

In  spite  of  the  absence  of  further  evidence  such  as  the 
foregoing,  there  can  be  little  doubt  that  this  congenital  canal 
is  simply  produced  by  faulty  fusion  of  the  somatopleures  in 
the  middle  line,  and  consequently  only  merits  notice  on  account 
of  its  rarity. 
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XYIII. — A  Case  for  Diagnosis.  Myxosdema  or  Ele- 
phantiasis. By  Dr.  Stephen  Mackenzie,  for  Dr. 
Handford  (Nottingham).  Exhibited  March  26, 
1886. 

BW.,  aet.  15,  is  the  sixth  of  nine  children,  of  whom  seven 
•  are  living;  one  has  died  of  scarlatina,  and  one  of 
measles.  The  father  is  healthy.  The  mother  has  an  eruption 
of  acne  on  the  nose  and  round  the  mouth  and  chin,  but  is 
otherwise  well.  No  history  of  syphilis  could  be  ascertained. 
She  has  not  had  any  miscarriages.  Two  brothers  and  one 
sister  of  the  patient  have  been  under  the  care  of  Dr.  Hand- 
ford  as  out-patients  at  the  Nottingham  General  Hospital. 
The  eldest  brother  had  fissure  of  the  anus.  The  sister, 
83t.  22,  has  well-marked  goitre,  which  commenced  six 
years  ago.  The  enlargement  is  not  very  great  and  affects 
chiefly  the  right  lobe.  There  is  no  exophthalmos.  The  lips 
are  remarkably  thick,  and  the  expression  of  face  impassive. 
There  is  some  anaemia,  no  skin  eruption,  and  (in  1883)  no 
cardiac  murmur,  though  the  rapidity  of  the  heart's  action 
reached  200  per  minute.  There  is  now  a  systolic  mitral 
murmur,  and  the  palpitation  and  nervous  symptoms  are  more 
marked. 

A  younger  brother,  set.  6,  has  a  dry,  scaly  condition  of 
the  skin  of  the  trunk,  and,  in  a  less  marked  degree,  of  the 
thighs  and  buttocks.  He  suffers  in  fact  from  xeroderma. 
The  skin  of  the  right  hand  is  thickened  and  rough,  but  there 
is  no  deformity.  There  is  an  eczematous  eruption  with 
radiating  lines  round  the  mouth.  The  eruption  first  appeared 
when  he  was  six  months  old,  and  has  continued  with  varying 
intensity  ever  since.  He  has  had  no  keratitis.  His  photo- 
graph was  exhibited. 

The  patient  was  first  seen  in  1883,  and  he  was  then  in  very 
much  the  same  condition  as  at  the  present  time.  The  skin 
affection  had  commenced  some  years  previously.  At  ten 
years  of  age  he  had  an  affection  of  the  eyes  which  caused 
great  dimness  of  vision.  His  sight  is  now  good,  and  there  is 
no  sign  of  previous  disease  of  the  eyes.  He  probably  suffered 
from  keratitis.  The  teeth  are  well  formed  and  sound.  He  is 
pale,  but  fairly  nourished.  The  general  surface  of  the  skin 
is  dry  and  somewhat  rough  and  scaly — slight  xeroderma. 
The  hair  on  the  scalp  is  of  normal  abundance ;  the  eyebrows 
and  upper  eyelids  are  full  and  heavy,  and  the  hair  on  the  eye- 
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brows  is  scanty.  There  is  a  slight  eczematous  eruption  round 
the  mouth  with  radiating  lines.  His  face  is  wanting  in 
expression.  He  answers  questions  intelligently,  but  his 
mental  activity  is  slight,  and  he  is  somewhat  dull  and  listless. 
There  is  no  enlargement  of  the  thyroid;  on  the  contrary, 
careful  examination  fails  to  detect  the  presence  of  the  gland. 
There  is  considerable  swelling — which  only  pits  very  slightly 
on  firm  pressure — from  the  elbow  to  the  tips  of  the  fingers 
on  the  right  side.  The  hand  and  fingers  are  especially  thick 
and  clumsy,  so  much  so  that  he  can  only  write  with  difficulty 
in  a  large  text-hand,  and  cannot  undertake  any  manual 
employment.  The  skin  of  the  hand  is  somewhat  eczematous. 
The  swelling  appears  to  be  due  to  a  hypertrophy  of  the  skin 
with  a  considerable  new  formation  of  connective  tissue  in  the 
deeper  parts.  The  left  hand  was  at  one  time  swollen,  but  is 
now,  and  has  been  for  three  or  four  years,  somewhat  atrophied 
and  shrunken  with  a  roughened  condition  of  the  skin.  There 
have  been  small  patches  of  slight  eczema  on  the  ears,  thighs, 
and  legs,  but  they  readily  yield  to  treatment.  In  1883  his 
urine  did  not  contain  albumin.  He  became  an  in-patient  in 
the  Nottingham  General  Hospital,  under  the  care  of  Dr. 
Handford,  in  1886,  and  his  urine  was  found  to  contain  a 
definite  trace  of  albumin,  which,  however,  disappeared  before 
he  went  out.  The  quantity  of  urine  varied  between  40  and 
60  oz.,  and  was  found  to  contain  on  one  occasion  1  per  cent, 
and  on  another  1*3  percent,  of  urea.  He  has  no  disturbance 
of  the  digestive  system,  and  eats  and  sleeps  well.  He  has 
had  no  fits.  The  eczema  (which  so  far  as  can  be  ascertained 
has  never  been  severe  or  acute)  and  the  xeroderma  are  both 
readily  relieved  by  any  simple  ointment,  but  speedily  return 
on  treatment  being  omitted.  The  swelling  of  the  hand  has 
been  totally  unaffected  by  remedies  which  have  been  very 
varied  and  continued  for  a  considerable  time.  Among  other 
things  he  has  taken  for  long  periods  iodide  of  potassium, 
arsenic,  bichloride  of  mercury,  iron,  quinine,  and  cod-liver  oil. 

The  radiating  lines  round  the  mouth  and  the  history  of  an 
affection  of  the  eyes  point  very  strongly  to  syphilis,  but  the 
patient  has  received  no  benefit  from  the  long- continued  use  of 
antisyphilitic  remedies,  and  the  dependence  of  chronic  skin 
affections  on  congenital  syphilis  is  doubted  by  eminent  der- 
matologists (Hutchinson) . 

Dr.  Handford  threw  out  the  suggestion  that  it  might  be 
an  ill-defined  example  of  myxoedema,  but  this  view  did  not 
meet  with   much  support.     The   case  was   referred  to   the 
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Myxoedema  Committee,  and  they  reported  that  in  their 
opinion  it  was  not  myxoedema;  that  the  affection  of  the  hand 
appeared  to  be  a  chronic  dermatitis,  possibly  syphilitic. 

Dr.  Stephen  Mackenzie  very  kindly  took  the  boy  under 
his  care  at  the  London  Hospital,  and  gives  as  his  opinion  that 
the  case  may  be  primarily  syphilitic,  but  that  the  present 
condition  of  the  boy  has  been  arrived  at  through  xeroderma 
leading  to  attacks  of  eczema  in  the  hand,  followed  by  hyper- 
trophy of  the  skin  and  subcutaneous  tissues,  producing  a  state 
allied  to  elephantiasis. 


XIX. — Synovial  Cyst  of  the  Calf  from  Chronic  Syno- 
vitis of  the  Knee.  By  Stephen  Paget,  F.R.O.S. 
Exhibited  April  9,  1886. 

MRS.  B.,  set.  40,  always  healthy ;  married  at  twenty.  No 
family  history  of  rheumatism  or  consumption.  Has  had 
three  children;  two  died  of  hooping-cough  and  bronchitis. 
She  says  that  ten  years  ago  she  brought  up  some  blood.  She 
is  tall,  well  nourished. 

Seven  years  ago  she  first  had  pain  and  swelling  of  the  right 
knee  after  severe  exercise ;  since  then  it  has  been  from  time 
to  time  weak  and  painful  and  swollen.  It  has  been  treated 
with  bandaging,  iodine,  and  blisters. 

Three  weeks  ago  she  first  noticed  swelling  of  the  right  leg, 
with  pain.  She  had  not  been  using  her  legs  more  than  usual, 
nor  was  the  knee  worse  than  usual  at  this  time. 

There  is  now  no  general  swelling  of  the  leg,  but  to  the 
inner  side  of  the  right  calf  is  a  large  tense  swelling  which 
fluctuates  very  distinctly.  It  lies  about  3  inches  backward 
from  the  crest  of  the  tibia  ;  its  upper  border  is  about  3  inches 
below  the  knee-joint ;  its  lower  border  is  on  a  level  with  the 
middle  of  the  leg.  It  is  oval,  with  vertical  diameter  3  inches, 
transverse  2  inches;  it  is  smooth,  ill-defined;  skin  not  adhe- 
rent but  slightly  reddened  and  warmer  than  natural.  The 
knee  is  the  seat  of  chronic  inflammation ;  the  synovial  mem- 
brane is  much  thickened ;  there  is  evident  fluctuation  in  the 
joint,  with  some  friction  on  movement.  No  evident  enlarge- 
ment of  the  ends  of  the  bones.  The  swelling  of  the  joint  is 
especially  marked  on  the  outer  side ;  and  here  she  says 
she  has  had  more  pain  since  the  swelling  in  the  calf  was 
punctured. 
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Measurements  :  Right  leg  15j,  left  leg  14  inches.  Right 
knee  15,  left  knee  14^  inches. 

The  cyst  was  punctured  with  a  grooved  needle,  and  3  or 
4  02.  of  transparent  viscid  greenish  yellow  fluid,  with  some 
flakes  of  fibrin  or  lymph,  were  let  out.  In  three  or  four 
days  the  cyst  was  again  full  and  treatment  by  Martin's  bandage 
is  being  tried. 

It  is  interesting  to  observe  that  by  continuous  gentle 
pressure  the  cyst  could  be  emptied  more  or  less  completely, 
and  could  then  be  filled  again  by  pressure  on  the  knee-joint. 

The  description  of  these  synovial  cysts  in  connection  with 
joint  disease  is  given  by  Mr.  Morrant  Baker  in  the  St.  Bar- 
tholomew's Hospital  Reports,  vols,  xiii  and  xxi.  Cf .  specimens 
shown  by  Mr.  D'Arcy  Power  at  the  Pathological  Society, 
Path.  Soc.  Trans.,  vol.  xxxvi,  p.  337. 


XX. — Ichthyosis  Sebacea,     By  T.  D.  Savill,  M.D.     Ex- 
hibited April  30,  1886. 

SARAH  B.,  set.  10.  Has  five  sisters  all  healthy  excepting 
one  who  is  in  the  Infirmary  with  phlyctenular  conjunc- 
tivitis. No  history  of  this  or  any  other  skin  disease  in  the 
family. 

Has  been  subject  to  "  boils  "  in  the  spring  and  autumn  ; 
otherwise  she  has  been  healthy. 

Has  had  this  affection  of  skin  since  infancy.  She  has  been 
under  treatment  with  arsenic  and  a  lotion  of  liq.  potassae  and 
glycerin  for  some  months,  but  it  has  made  no  material  altera- 
tion. 

The  eruption  consists  of  small  rough  wart-like  excre- 
scences in  thick  brown  clusters,  easily  removable  and  then 
seen  under  the  microscope  to  consist  of  inspissated  sebum 
mixed  with  epidermal  scales.  Skin  below  red  but  apparently 
healthy.  Patches  of  this  al]  round  neck,  on  right  wrist,  back 
of  right  elbow,  and  right  hand  and  fingers.  Longitudinal 
streaks  down  both  popliteal  spaces  and  some  in  front  of  right 
knee. 

On  the  trunk  the  disease  is  much  more  scattered.  It  exists 
only  in  lower  part  of  right  side,  back  and  front,  and  is  most 
plentiful  in  right  groin,  corresponding  pretty  nearly  to  the 
distribution  of  the  lower  dorsal  and  lumbar  nerves.  Organs 
normal.     Urine  healthy. 
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XXI. — Rodent  Ulcer  of  the  Pinna.    By  C.  A.  Ballanoe, 
M.S.     Examined  April  30,  1886. 

THE  patient  is  a  man  79  years  of  age.  His  memory  is 
very  defective.  He  says  tliat  the  ear  became  bad  last 
Christmas.  The  first  thing  that  attracted  his  attention  was  a 
pimple,  which  he  scratched.  It  has  been  getting  worse  lately, 
and  has  been  treated  for  some  time  with  poultices,  and  now 
shows  a  considerable  surface  of  ulceration. 


XXII. — A  Case  of  Chronic  Ulcer  of  the  Lower  Lip 
{Growth  ?).  By  John  R.  Lunn.  Exhibited  April  30, 
1886. 

JR.,  set.  23,  single,  admitted  under  my  care  April,  1886. 
•  Mother  dead,  cause  unknown.  Father  died  in  the  St. 
Marylebone  Infirmary  from  "  growth  in  his  neck  "  (sarcoma  ?). 

The  patient  had  been  in  the  workhouse  five  years,  and 
before  that  was  brought  up  in  the  St.  Marylebone  Parochial 
Schools.  Has  never  had  syphilis  or  a  blow  on  his  lip ;  is  not 
a  smoker.  Has  suffered  from  present  condition  (old  disease 
of  lips  ?)  since  childhood. 

On  the  lower  lip  and  the  left  half  there  is  an  unhealthy 
ulcer  which  the  patient  has  had  sixteen  months,  which  he 
says  first  came  as  a  pimple,  which  he  picked,  and  ever  since 
it  has  gradually  enlarged.  The  edges  of  the  ulcer  do  not 
appear  very  hard  or  indurated.  No  secondary  glands 
enlarged.  Though  the  patient  has  been  under  treatment 
for  nearly  a  month  the  ulcer  does  not  seem  to  have  improved. 
After  the  case  was  exhibited  the  growth  was  excised.  Dr. 
Colcott  Fox,  to  whom  the  specimen  was  submitted,  has  no 
doubt  of  its  tubercular  nature. 


XXIII. — A  Case  of  Symmetrical  Gangrene  of  Ears 
{Raynaud's  Disease?).  By  H.  Laedee.  Exhibited 
April  30,  1886. 

JW.,  set.   35,  single,  coal  porter  by  trade.     Always  quite 
•      healthy,  never  had  syphilis  or  gout,  &c.     Smallpox  when 
a  child. 
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Five  years  ago^  whilst  driving  a  cart  in  the  country^  noticed 
the  tips  and  edges  of  his  ears  become  cold  and  painful.  Has 
been  a  patient  in  the  St.  Marylebone  Infirmary  five  times 
with  the  same  complaint,  which  has  always  got  well  under 
treatment. 


XXiy. — Vertical  Fracture  of  Head  of  Radius  with 
Fracture  of  Coronoid  Process  of  Vina,  treated  by 
Removal  of  the  Fractured^  Portions.  By  B.  Waine- 
WRiGHT.     Exhibited  May  28,  1889. 

IN  August,  1885,  D.  E.,  aet.  22,  a  riveter  by  trade,  sustained 
an  injury  to  his  right  elbow  by  a  fall  on  the  hand.  I  saw 
him  immediately  after  the  accident,  when  the  joint  was  much 
swollen  and  crepitus  could  be  felt  over  the  head  of  the  radius. 
There  was  no  dislocation.  I  diagnosed  fracture  of  the  neck 
of  the  radius.  He  was  treated  with  an  angular  splint  for  three 
weeks,  after  which  passive  movement  was  commenced,  and  as 
the  arm  remained  very  stiff,  ether  was  administered  more  than 
once,  and  efforts  made  to  move  the  joint  but  without  much 
result. 

In  the  middle  of  October,  three  months  after  the  accident, 
the  condition  was  as  follows  : — Patient  quite  unfit  for  work. 
Flexion  and  extension  only  possible  through  an  angle  of  30°. 
Pronation  and  supination  reduced  to  half  their  natural  extent. 
Measurement  from  condyle  to  condyle  half  an  inch  more  on  the 
right  side  than  on  the  left.  Ulna  apparently  intact.  Head  of 
radius  moves  with  shaft  in  rotation,  but  gives  the  impression 
of  being  united  to  it  at  an  angle.  Length  of  two  radii  equal. 
After  consultation  with  my  colleagues  I  determined  to  cut 
down  upon  the  head  of  the  radius  from  behind  and  explore 
the  joint.  I  did  this,  using  strict  Listerian  antiseptics,  and 
found  a  vertical  cleft  of  the  head  of  the  radius,  making  it 
nearly  twice  as  broad  as  natural,  the  cleft  being  filled  by  fibrous 
tissue.  I  sawed  through  the  neck  and  removed  the  head.  I 
next  made  an  effort  to  flex  the  joint,  but  did  not  fully  succeed. 
On  searching  the  joint,  I  now  found  that  the  coronoid  process 
was  fractured  and  lying  loose.  I  introduced  a  pair  of  seques- 
trum forceps  and  removed  it.  The  fracture  appeared  recent, 
an  appearance  no  doubt  caused  by  an  imperfect  union,  in  bad 
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DESCRIPTION    OF    PLATE    IX,    ILLUSTRATING    MR. 
GODLEE'S  CASE   OF  MYOSITIS   OSSIFICANS. 

Fig.  1. — Shows  the  nodules  in  the  back. 

Fig.  2. — The  nodule  on  the  outer  side  of  the  right  knee,  the  tight- 
ness of  the  anterior  folds  of  the  axillae,  and  the  deformity  of  the  great 
toes. 

Both  views  show  the  characteristic  position  of  head  and  back  and 
the  possible  limit  of  abduction  of  the  arms. 
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position,  having  been  broken  down  by  my  effort  to  flex. 
The  joint  could  now  be  fully  flexed,  extended  and  rotated. 
The  wound  was  then  united  by  sutures  and  a  drainage-tube 
inserted.  No  disturbance  whatever  followed  the  operation  and 
the  patient  was  discharged  in  a  month  with  the  wound  healed 
throughout,  but  without  being  able  to  move  the  arm.  A  fort- 
night later  I  put  him  under  ether  and  broke  down  adhesions, 
and  found  the  full  movement  could  be  obtained  in  all  directions. 
Since  then  the  arm  had  become  stiff  agam  to  some  extent, 
and  the  patient  declines  to  allow  it  to  be  again  moved.  At  the 
present  time,  however,  extension  is  quite  free  and  flexion  also 
to  beyond  a  right  angle.  Pronation  and  supination  are 
almost  perfect,  and  the  patient  has  been  at  work  for  some 
months. 


XXV. — A  Case  of  Myositis  Ossificans.     By  Eiokman  J. 

GoDLEE,  M.S.,  M.B.     Exhibited  May  28,  1886. 

IT  may  be  useful  to  place  on  record  a  note  of  the  following 
case  of  myositis  ossificans,  to  compare  with  that  described 
by  Mr.  Sympson  earlier  in  the  session.  The  disease  is  so  rare 
as  to  be  scarcely  mentioned  in  English  text-books,  and  is  but 
very  slightly  touched  upon  by  Rindfleisch  as  one  of  the  rari- 
ties of  medicine. 

I  am  able  to  place  photographs  (PL  IX)  of  this  child  along- 
side those  of  Mr.  Sympson's  case,  from  which  it  will  be  seen  that 
there  is  a  remarkable  similarity  between  the  condition  of  the 
two  children.  The  adventitious  plates  of  bone  are,  as  appears 
to  be  usual,  chiefly  situated  in  the  latissimus  dorsi,  but  other 
hard  masses  were  to  be  felt  in  the  muscles  at  the  side  of  the 
neck,  though  apparently  not  in  the  trapezii  or  sterno-mastoids. 
The  masses  in  the  latissimi  prevented  abduction  of  the  arms ; 
the  photographs,  especially  the  back  view,  show  the  possible 
limit  of  this  movement.  The  child  kept  his  head  bent  for- 
ward, and  apparently  could  not  raise  it  further  than  is  shown 
in  the  front  view.  His  whole  spiue  was  very  stiff,  and  he  kept 
it  constantly  bent  over  to  the  left  side,  much  more  so  than  is 
shown  in  the  back  view;  so  that  the  lower  ribs  almost 
touched  the  iliac  crest.  The  front  view  is  pi'incipally  of  value 
as  showing  the  characteristic  position  and  the  tightness  of  the 
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anterior  folds  of  the  axilla,  and  also  a  peculiar  deformity  of 
the  great  toes,  which  was  also  present  in  Mr.  Sympson's 
case  and  has  been  noticed  in  others:  viz.  it  was.  markedly 
adducted '  (hallux  valgus) .  This  condition  was  in  my  case 
congenital,  and  there  was  a  tendency  to  the  same  condition  in 
the  thumbs.  This  view  also  shows  the  nodule  on  the  outer 
side  of  the  right  knee,  which  was  certainly  present  in  1884. 

One  particularly  interesting  feature  about  this  case  is  that 
we  were  able  to  watch  a  pretty  acute  attack  of  what  appeared 
to  be  inflammation  of  some  of  the  muscles  attached  to  the 
scapula,  presumably  in  great  part  the  rhomboids;  a  large 
diffuse  mass,  which  gave  the  idea  of  an  infiltrating  tumour, 
appeared  at  first  on  one  side  and  afterwards  on  the  other,  in 
the  neighbourhood  of  the  posterior  and  upper  parts  of  the 
scapula,  accompanied  by  enlargement  of  the  cervical  lymphatic 
glands.  In  the  course  of  a  few  weeks  these  swellings  sub- 
sided, leaving  the  movements  of  the  shoulder  much  more 
impaired  than  before,  and  some  obvious  new  bony  plates  as 
the  result  of  this  attack.  It  should  be  added  that  the  boy  was 
not  only  very  deliberate  in  all  his  actions,  but  apparently  very 
slow  in  all  his  mental  processes ;  his  intellect  indeed  was  not 
apparently  of  a  very  high  order.  I  will  now  give  a  summary 
of  the  rather  brief  hospital  notes. 

T.  D.,  set.  3,  came  first  under  observation  in  1884,  when 
he  was  in  the  North-Bastern  Hospital  for  Children,  under  the 
care  of  Mr.  Waren  Tay,  for  a  short  time.  He  had  then 
plates  of  bone  in  the  right  latissimus  and  the  nodule  men- 
tioned near  the  right  knee.  Nothing  was  learned  from  the 
previous  history  of  the  parents.  The  child  had  not  been  ill 
before,  and  the  bony  plates  may  probably  have  been  in  exis- 
tence for  some  time  before  they  were  first  noticed,  that  is 
when  it  was  a  year  old. 

It  was  brought  again  by  the  mother  in  January,  1886,  on 
account  of  eczema  capitis  (which  may  have  caused  the  glan- 
dular swellings  mentioned  above)  and  a  swelling  of  the  left 
side  of  the  back,  which  had  only  been  noticed  for  a  few  days. 
The  following  note  was  then  taken  of  its  condition  : 

In  the  right  latissimus  dorsi  muscle  (or  ?in  teres  major), 
along  its  outer  border,  is  an  irregular  bony  mass  about  4 
inches  in  length ;  it  extends  along  the  posterior  fold  of  the 
axilla  to  the  insertion  of  the  muscle,  and  causes  considerable 
limitation  of  the  movements  of  the  shoulder-joint ;  the  arm 
cannot  be  abducted  through  a  greater  angle  than  60°,  but  can 
be  adducted  completely.     Flexion  of  the  shoulder- joint  is  con- 
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siderably  limited,  extension  much  less  so;  rotation  inwards 
is  much  more  limited  than  rotation  outwards. 

The  scapula  moves  even  with  slight  movements  of  the 
humerus,  but  the  bony  mass  does  not  appear  to  be  attached 
to  the  former  bone.  There  are  no  similar  nodules  in  the  left 
latissimus  dorsi.  On  the  left  side  posteriorly  is  a  large  elastic 
mass,  giving  one  the  impression  of  a  new  growth,  the  limits 
of  which  are  not  sharply  defined,  but  which  extends  internally 
to  within  a  short  distance  of  the  middle  line,  below  to  consi- 
derably below  the  inferior  angle  of  the  scapula,  and  upwards 
over  the  shoulder  almost  to  the  clavicle ;  externally,  however, 
its  limit  cannot  be  determined.  The  scapula  appears  fixed  in 
the  mass.  The  skin  cannot  be  pinched  up  from  the  surface 
of  the  mass,  and  appears  thinned  in  places  with  enlargement 
of  the  superficial  veins. 

The  glands  in  left  axilla  are  markedly  enlarged,  those  in 
the  right  axilla  are  not  so ;  the  cervical  glands  are  enlarged 
on  both  sides,  but  this  may  be  perhaps  accounted  for  by  the 
condition  of  the  head ;  the  enlargement,  however,  is  greater 
on  the  left  side  than  on  the  right. 

The  head  is  kept  a  little  flexed  and  the  neck  is  stiff ;  the 
patient  seems  unable  to  rotate  the  head  through  more  than  a 
small  angle. 

In  front  of  the  outer  tuberosity  of  the  right  tibia  is  a  small 
bony  mass  looking  like  an  exostosis,  but  freely  movable  on  the 
subjacent  bone. 

The  great  toe  on  both  sides  is  bent  inwards  at  the  meta- 
tarso-phalangeal  joint;  most  on  the  left  side,  where  it  is 
overridden  by  the  second  toe.  The  joint  is  not  anchylosed 
on  either  side.  There  are  no  bony  plates  in  the  sclerotics  nor 
in  any  of  the  other  muscles. 

There  is  no  evidence  of  any  visceral  or  other  constitutional 
disease. 

The  patient  now  left  the  hospital  on  account  of  an  attack 
of  measles,  but  was  readmitted  on  March  23,  1886.  He  had 
attended  amongst  the  out-patients  on  one  or  two  occasions 
subsequent  to  his  attack  of  measles ;  on  the  first  occasion  of 
his  coming  it  was  noticed  that  the  swelling  on  the  left  side  of 
the  neck  had  entirely  disappeared,  and  that  there  was  a 
similar  but  much  less  extensive  swelling  on  the  right  side. 
The  following  note  was  taken  : 

On  admission,  March  23,  the  eczema  of  head  is  now  cured. 
The  mass  described  in  the  previous  account  as  existing  on  the 
left  side  of  the  spine  has  completely  disappeared ;  the  move- 
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ments  of  the  left  shoulder-joint  are  now  very  considerably- 
limited  in  all  directions ;  there  is  a  hard  mass  below  the  angle 
of  the  left  scapula,  apparently  bony,  which  is  not  movable  on 
the  subjacent  tissues. 

In  the  free  edge  of  the  latissimus  dorsi  on  the  left  side  is 
a  firm  mass,  the  limits  of  which  cannot  be  well  defined ;  it  is 
not  movable. 

The  patient  appears  to  have  some  difficulty  in  standing ; 
the  head  is  kept  fixed  as  before  and  inclines  to  the  left  side. 
The  left  shoulder  is  on  a  lower  level  than  the  right,  and  the 
spinal  column  is  curved  laterally,  the  convexity  looking  towards 
the  right;  the  patient,  though  he  can  walk  unaided,  has  a 
decided  tendency  to  fall,  and  on  the  forehead  are  bruises  from 
such  falls.  In  other  respects  his  condition  is  similar  to  that 
previously  described. 

The  thumbs  are  a  little  turned  inwards,  and  their  move- 
ments at  the  metacarpo-phalangeal  joints  are  somewhat 
impaired  (this  is  of  old  standing,  but  was  inadvertently 
omitted  from  the  previous  description) . 

A  later  note  was  taken  on  May  20th.  The  patient  is  now 
well  nourished. 

There  is  no  eruption  on  the  skin.  The  temperature  varies 
between  98°  and  99*6°  F.  The  appetite  is  good,  the  tongue 
slightly  coated,  the  bowels  very  much  confined. 

The  child  seems  rather  dull  and  moves  slowly. 

Over  the  fourth  rib  behind  the  posterior  border  of  the 
scapula  is  a  hard  mobile  mass,  not  adherent  to  skin,  movable 
on  the  deep  parts. 

Over  the  third  rib  in  the  posterior  axillary  line  is  a  similar 
one,  apparently  in  the  edge  of  the  latissimus  dorsi ;  higher  up 
in  the  same  tendon  is  a  flat  mass  with  a  rather  sharp  point. 
The  other  muscles  of  the  right  shoulder  seem  to  be  unaffected, 
but  the  arm  cannot  be  raised  to  a  right  angle.  The  arm  itself 
is  unaffected.  Patient  sits  with  the  head  drawn  down  to  the 
left  shoulder.  There  are  some  hard  masses  in  the  muscles  of 
the  side  of  the  neck,  but  not  in  the  trapezii  or  sterno-mastoids. 
The  left  arm  cannot  be  raised  beyond  45°  from  the  trunk,  the 
scapula  is  quite  fixed.  In  the  posterior  axillary  fold  above 
there  is  a  large  hard  nodular  mass,  and  the  margin  of  the 
muscle  is  hard  and  rounded,  and  seems  to  blend  with  the 
scapula.  From  the  angle  of  the  scapula  a  hard  ridge  runs 
downwards  and  inwards  to  the  first  lumbar  spine ;  and  in  line 
of  posterior  axillary  fold  a  second  runs  down  to  iliac  crest. 
Patient  sits  with  back  strongly  curved,  the  lower  left  ribs 


Living  Specimens.  337 

being  down  on  crest  of  ilium.  The  anterior  abdominal  walls 
seem  quite  free  from  nodules,  the  muscles  of  pelvis  and  lower 
limbs  are  also  quite  free. 

I  have  given  the  notes  nearly  as  they  were  put  down  in 
the  note-book,  though  they  involve  a  certain  amount  of  repe- 
tition, because  they  represent  the  independent  observations 
of  Mr.  Green  and  Mr.  Downes,  the  resident  officers  at  the 
hospital.  They  seem  to  show  that,  although  the  disease  is  a 
very  chronic  one,  a  very  distinct  advance  may  be  detected  if 
the  patient  be  kept  under  observation  for  six  months.  In  the 
course  of  the  two  years  following  his  first  attendance  at  the 
hospital  the  increase  of  the  bony  plates  has  been  very  marked 
indeed. 

I  cannot  find  that  any  constitutional  tendency  to  disease 
was  present  and  am  unable  to  offer  any  suggestion  as  to  its 
cause ;  nor  as  to  the  remarkable  deformity  of  the  toes  which 
was  present,  as  was  said,  in  Mr.  Sympson's  case  as  well.  It 
will  be  noticed  that  the  temperature  was  often  a  little  above 
normal,  though  never  reaching  100°.     The  urine  was  healthy. 


XXVI. — Gharcofs  Disease  of  Knee-joint,  tivo  months; 
Fracture  of  Patella,  ununited,  ten  years.  By 
William  H.  Battle.     Exhibited  May  28,  1886. 

EE.,  set.  47,  needleworker.  Admitted  into  St.  Thomas's 
,      Hospital  May  4,  1886,  under  the  care  of  Mr.  Croft. 

Family  history  good;  no  gout,  rheumatism,  phthisis,  syphilis, 
or  cancer  in  the  family. 

Ten  years  ago  she  had  a  fracture  of  the  left  patella.  Has 
worn  leather  splints  since,  and  has  been  able  to  get  about 
until  a  month  ago.  There  has  been  slight  occasional  pain,  but 
nothing  severe  until  a  month  ago,  when  the  pain  became  more 
severe  and  the  swelling  increased.  This  increase  was  very 
sudden,  and  took  place  when  she  was  walking  in  the  street, 
wearing  a  leather  knee-cap.  She  was  obliged  to  keep  indoors 
and  rest  until  seen  by  me  in  the  out-patient  department  on 
April  27. 

There  is  considerable  deformity  of  the  left  knee,  with  pro- 
jection of  the  inner  condyle  of  the  femur,  and  displacement 
of  the  tibia  backwards  and  outwards.     The  projecting  condyle 
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appears  enlarged,  and  the  patient  has  some  pain  over  it. 
When  she  attended  in  the  out-patient  department  there  was  a 
fluctuating  swelling  over  it,  with  some  redness.  The  outer 
condyle  appears  somewhat  smaller  than  normal,  and  there  is 
very  little  indication  of  an  intercondyloid  notch,  whilst  there 
appears  some  ossific  deposit  along  its  inner  margin  and  for  a 
slight  distance  upwards.  The  tibia,  which  is  displaced  upwards 
for  about  1 1  inches,  appears  to  have  undergone  partial  absorp- 
tion of  its  inner  tuberosity,  so  that  the  surface  now  articulating 
with  the  outer  condyle  is  oblique  from  above  downwards, 
forwards,  and  inwards.  Over  the  lower  third  of  the  thigh  in 
front  is  a  small  adherent  nodule  of  bone,  the  upper  fragment 
of  the  (displaced)  patella,  and  below  this  again  is  another. 
There  is  no  trace  of  a  ligamentum  patellae,  and  the  patient  is 
unable  to  extend  the  leg.  Movement  to  a  limited  extent  pro- 
duces no  pain.  She  can  stand  and  walk  with  support,  but  is 
unable  to  stand  with  her  feet  close  together  if  her  eyes  are 
closed  or  directed  to  the  ceiling.  In  consequence  of  her 
lameness  it  is  not  possible  to  say  anything  about  the  gait. 
Sensation  in  the  limb  is  not  impaired  nor  delayed  in  trans- 
mission. The  tendon  reflex  on  the  right  side  is  absent.  The 
right  pupil  is  slightly  larger  than  the  left ;  neither  acts  to 
light,  but  both  act  to  accommodation.  There  is  no  atrophy  of 
the  discs,  which  appear  normal. 

She  has  had  no  gastric  crises,  no  lightning  pains,  and  there 
has  been  no  incontinence  of  urine. 


EEPOET 


ALBUMIN  TESTS  COMMITTEE. 


TOUR  Committee  have  to  report  that,  in  relation  to  the 
detection  of  albumin  and  other  proteids  in  urine,  they 
have  investigated,  within  limits  presently  to  be  assigned,  the 
comparative  usefulness  of  the  following  tests  : 

1.  Dr.  Oliver's  papers. 

2.  Dr.  Pavy's  pellets. 

3.  Dr.  Johnson's  picric  acid. 

4.  Sir  William  Roberts's  acid  brine. 

5.  A  solution  of  picric  acid  saturated  with  common  salt — 
picric  acid  brine. 

6.  Solution  of  potassio-mercuric  iodide  with  citric  acid. 

7.  Nitric  acid. 

a.  With  previous  boiling  of  the  urine. 
h.  Applied  according  to  Heller's  method. 

8.  Acetic  acid  and  heat;  the  urine  being  boiled  previous 
to  acidification. 

In  investigating  these  methods  of  testing  for  albumin  in 
urine  your  Committee  have  constantly  had  in  mind  the  appli- 
cation of  the  tests  for  purposes  of  clinical  diagnosis. 

They  have,  however,  made  some  preliminary  experiments 
bearing  upon  the  delicacy  of  the  tests  in  the  detection  of 
albuminous  bodies  in  fluids  other  than  urine ;  as  in  diluted 
serum,  in  solutions  of  egg  albumin,  and  in  solutions  of 
peptones  ;  also  in  the  detection  of  various  albuminous  bodies 
added  in  small  quantities  to  urine  previously  giving  no 
reactions  of  albumin. 

Regarding  the  preliminary  experiments  they  may  state  as 
their  most  general  conclusions  : 
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1 .  That  solution  of  potassio-mercuric  iodide  with  citric  acid, 
particularly  when  used  after  Heller's  method,  gives  the  most 
delicate  and  clearly  marked  reaction. 

2.  That,  taking  nitric  acid  as  a  generally  accepted  standard 
test,  on  comparison  of  its  efficiency  with  that  of  the  other 
mentioned  tests,  it  is,  for  use  in  the  consulting  room,  not 
inferior  to  any  but  the  potassio-mercuric  iodide ;  the  use  of 
nitric  acid  after  Heller's  method  being  set  against  such  corre- 
sponding application  as  may  be  made  with  the  other  tests, 
and  the  use  of  it  when  added  in  small  quantity  to  urine  imme- 
diately after  boiling  being  similarly  valued  in  comparison  with 
tests  involving  a  diffused  precipitate. 

Your  Committee  have  found,  in  experimenting  with  arti- 
ficial solutions,  indications  that  by  the  comparative  use  of 
several  of  the  reagents  it  may  be  possible  to  distinguish  some 
forms  or  states  of  albuminous  bodies  from  some  other  states 
or  forms.  For  instance,  they  find  that  in  artificial  solutions 
peptones  may  be  readily  distinguished  from  egg  albumin,  or 
serum  albumin,  or  the  albumin  of  albuminous  urine. 

Eecognising  that  the  present  state  of  knowledge  respecting 
albuminous  bodies  and  their  reactions  is  far  from  complete, 
your  Committee  refrain  from  expression  of  decided  opinion  as 
to  the  relative  use  of  the  tests  mentioned  in  the  detection  of  the 
various  kinds  of  proteids  in  urine  examined  for  clinical  purposes. 

Your  Committee  next  beg  to  place  before  you  in  review 
some  observations  on  the  practical  usefulness  of  the  several 
tests  above  enumerated,  with  special  note  of  their  general 
efficacy  in  the  detection  of  albumin,  of  the  fallacies  to  which 
they  may  severally  be  subject,  and  of  their  several  merits  in 
bedside  practice. 

1.  Of  Dr.  Oliver's  test-papers:  Your  Committee  find,  as 
the  result  of  numerous  comparative  observations,  that  the 
potassio-mercuric  iodide  papers  give  the  best  and  most  refined 
reaction,  the  papers  being  alone  considered.  These  papers 
give,  in  fact,  a  reaction  distinctly  more  profound  than  is 
afforded  by  nitric  acid  however  applied. 

The  ferro-cyanide  papers  come  next  but  with  a  decided 
interval;  the  tungstate  papers  third;  the  picric  acid  papers 
are  less  satisfactory,  the  test  requiring,  in  practice,  a  larger 
quantity  of  the  acid  than  the  papers  can  yield,  unless  used  in 
inconvenient  quantity. 

The  two  first-named  papers  require  the  use  of  citric  acid 
in  the  cold.  This  accessory  operation  involves  the  introduction 
of  at  least  one  fallacious  indication,  in  that  citric  acid  produces 
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a  precipitate  when  an  excess  of  soluble  urate  is  present  in  the 
urine.  The  risk  is  greater^  of  course,  when  fresh  urine  is  used 
than  when  cooled  urine  is  examined  after  filtration.  Urine  of 
high  specific  gravity  must  be  diluted  to  avoid  this  source  of 
error. 

It  is  of  importance,  in  both  instances,  to  insure  the  addition 
of  enough  citric  acid  to  render  the  urine  decidedly  acid.  When 
the  urine  is  neutral  or  alkaline,  two  or  three,  or  even  more, 
citric  acid  papers  may  be  necessary  to  the  establishment  of 
the  proper  reaction. 

The  mercurio-potassic  iodide  papers  appear  to  precipitate 
all  albumins  indiscriminately.  They  produce  precipitates  with, 
at  least,  artificial  peptones,  which  are  dissolved  on  heating  to 
reappear  on  cooling.  The  ferro-cyanide  papers  do  not  pre- 
cipitate the  artificial  peptones,  while  their  reaction  with  other 
albumins  is  keen. 

2.  Of  Dr.  Pavy's  pellets  of  citric  acid  and  ferro-cyanide  of 
potassium :  These  give,  on  the  whole,  as  good  results  as  the 
potassio-mercuric  iodide  papers  of  Dr.  Oliver  (neither  being 
quite  so  searching  as  the  solution  of  the  iodide) .  It  is  claimed 
for  them  by  Dr.  Pavy  that  they  do  not  precipitate  peptones ; 
and  that,  in  conjunction  with  the  iodide  solution,  they  may 
distinguish  the  two  kinds  of  proteid,  so  far  helping  in  the 
clinical  analysis  of  pathological  conditions. 

In  applying  this  test,  the  citric  acid  must  be  added  first 
till  acidity  is  obtained;  care  being  taken  to  eliminate  the 
possible  fallacy  before  noted  in  relation  to  uric  acid.  Dilution 
must  be  employed  for  this  purpose,  the  test  being  vitiated  by 
the  employment  of  temperature  above  blood  heat,  owing  to 
the  decomposition  of  the  ferro-cyanide  salt  by  heat.  In  some 
cases  also,  this  test  liberates  air  or  gas  in  extremely  minute 
bubbles,  forming  a  cloud  which  may  be,  at  first  sight,  mistaken 
for  a  precipitate.  Such  a  difiiculty  here  arising  is  easily  met 
by  waiting  and  observation. 

3.  Of  Dr.  Johnson's  picric  acid  solution :  This  test,  care- 
fully used,  with  decided  excess  of  the  reagent,  or  with  addition 
of  acetic  or  citric  acid  if  the  urine  be  alkaline,  is  most  useful, 
giving  reactions  only  second  to  those  of  the  potassio-mercuric 
iodide.  As  directed  by  Dr.  Johnson,  the  mixture  of  picric 
acid  and  urine  must  be  boiled  in  order  to  develop  the  full 
power  of  the  reagent.  By  this  test,  artificial  peptones  are 
thrown  down,  and  their  presence  is  further  demonstrated  by 
the  disappearance  of  the  precipitate  on  boiling,  and  by  the 
reappearance  of  the  cloud  on  cooling.    The  low  specific  gravity 
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and  extreme  diffusibility  of  picric  acid  in  solution  are  opposed 
to  its  use  after  Heller's  method.  "With  practice,  however,  a 
solution  of  picric  acid  may  be  made  to  float  upon  the  urine 
and  give  a  film,  which  may  be  further  tested  by  heat. 

The  method  practised  and  adopted  by  your  Committee  in 
the  use  of  picric  acid  solution  is  as  follows  :  A  long  narrow 
test  tube  is  filled  to  a  third  of  its  length  with  urine.  The 
saturated  solution  of  picric  acid,  which  is  lighter  than  urine, 
is  dropped  into  the  tube,  held  vertically,  in  such  a  way  that 
each  drop  falls  upon  the  centre  of  the  surface  of  the  urine. 
The  great  diffusibility  of  the  picric  acid  renders  this  mode  of 
application  of  the  solution  necessary.  If  poured  down  the 
side  of  the  tube  the  solution  mixes  completely  with  the  urine, 
and  differentiation  is  missed.  When  the  experiment  is  pro- 
perly conducted,  the  picric  acid  solution  floats  above  the  urine, 
and  a  film  of  some  thickness  appears  at  the  meeting  point  of 
the  solution,  if  albumen  be  present.  As  before  noted,  this 
film  can  be  further  tested  by  heat.  The  Committee  have  used, 
with  advantage,  a  saturated  solution  of  picric  acid  and  chloride 
of  sodium  (suggested  by  Roberts's  solution),  which  being  of 
high  specific  gravity,  can  be  used  after  Heller's  method,  and 
gives  good  results. 

Picric  acid  certainly  gives  a  precipitate  which  is  not  neces- 
sarily albumin  in  the  urine  of  persons  who  are  taking  quinine. 
When  due  to  quinine  the  precipitate  is  soluble  on  boiling, 
reappears  in  a  crystalline  form  on  cooling,  and  gives  the 
quinine  reaction  with  chlorine  water.  There  is  therefore  no 
real  fallacy.  Picric  acid  solution  also  precipitates  uric  acid  in 
the  cold,  but  the  cloud  here  also  disappears  under  heat. 

4.  Of  Roberts's  brine  test :  This  is  sensitive  and  very 
trustworthy ;  but,  as  it  appears  to  the  Committee,  not  quite 
so  delicate  as  the  other  tests.  It  does  not  precipitate  peptone 
or  quinine.  It  is  represented  by  Sir  William  Roberts  that 
this  test  allows  of  the  discrimination  of  mucus  from  albumin, 
the  mucous  cloud  being  superimposed  upon  the  albuminous 
cloud. 

6.  Of  solution  of  mercurio-potassic  iodide  with  addition  of 
acetic  acid  :  Superior  to  the  papers  of  the  same,  being  applic- 
able by  Heller's  method,  and  therefore  giving  indications  by 
contrast  of  greater  delicacy.  As  before  stated,  the  most 
delicate  test  in  the  list. 

7.  Nitric  acid  :  It  appears  to  your  Committee  that  nitric 
acid  used  by  Heller's  method,  on  the  one  hand,  and,  on  the 
other,  added  cautiously  in  a  somewhat  diluted   state  to  urine 
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just  boiled,  is  a  test  of  great  delicacy,  and  is,  where  the  difl&- 
culty  of  carriage  is  absent,  a  sufficiently  trustworthy  test, 
liable  to  fewer  fallacies  than  the  other  tests  considered.  The 
difficulty  in  this  test  is  one  of  portability,  in  which  respect  it  is 
notoriously  inferior  to  the  rest. 

8.  Acetic  acid  :  The  addition  of  acetic  acid  in  quantity 
sufficient  to  ensure  a  decided  acid  reaction  to  urine  just  before 
or  immediately  after  boiling,  constitutes,  in  the  opinion  of  the 
Committee,  a  test  of  great  delicacy  in  the  detection  of  small 
quantities  of  albumin.  Like  the  nitric  acid  test  it  is 
scarcely  tainted  by  fallacy  so  far  as  the  albumin  of  renal 
disease  is  concerned. 

In  some  urines  the  potassio-mercuric  iodide  and  picric  acid 
tests  have  produced  a  precipitate  apparently  albuminous  when 
no  indication  has  been  afforded  by  nitric  acid. 

Your  Committee  now  beg  to  summarise  their  conclusions  : 
They  believe  that  the  tests  considered  are,  without  excep- 
tion, valuable  practical  aids  in  diagnosis.  They  recognise 
that  the  adoption  of  many  tests  has  been  rendered  necessary 
by  the  inconvenience,  at  present  not  overcome,  which  attends 
the  carrying  about  of  nitric  acid.  Some  of  the  tests  con- 
sidered are  such  as  can  be  carried  about  in  a  compact  form  and 
can  be  applied  without  the  use  of  cumbrous  apparatus.  Each 
test  has  its  applicability,  according  to  circumstances,  and 
though  not  free  from  chances  of  error,  all  the  tests  have, 
severally,  a  usefulness  of  their  own. 

Your  Committee  are  of  opinion  that  any  person  who  may 
devote  himself  to  the  thorough  use  of  one  of  the  tests  will  be 
able  to  decide  the  presence  or  absence  of  albumin  in  urine  as 
minutely  as  all  practical  need  demands  ;  that  by  comparative 
use  of  the  several  tests  discrimination  of  different  forms  of 
proteids  may  be  obtained  and  the  error-involving  indications 
of  particular  tests  corrected. 

In  passing,  the  Committee  note  that  Dr.  Johnson's  picric 
acid  test,  in  itself  an  admirable  detector  of  albumin  and  of 
peptones,  has  the  advantage  of  being  applicable  further  in  the 
recognition  of  the  presence  of  sugar  by  the  addition  of  caustic 
potash  and  renewed  boiling. 

The  possibility  of  such  combination  of  testing  renders  this 
very  portable  test  most  useful.  There  is,  however,  some 
practical  difficulty  here  arising  out  of  the  hygroscopic  quality 
of  the  potash  cubes  recommended  by  Dr.  Johnson. 

Finally,  your  Committee  have  to  remark  that  they  have 
not  treated  the  inquiry  entrusted  to  them  as  involving  more 
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than  a  consideration  of  the  value,  absolute  and  relative,  of 
certain  tests,  commonly  in  use  or  recently  advocated,  for  the 
detection  of  albumin  in  urine.  In  other  words,  they  have 
regarded  the  application  of  present  knowledge  to  present  use. 
They  admit,  as  they  believe  that  the  Society  will  admit, 
that  the  knowledge  of  the  reactions  of  albumins  is  imperfect ; 
they  believe  that  it  is  capable  of  great  improvement ;  but  they 
do  not  propose  to  suggest  what  should  be  the  lines  of  further 
inquiry,  still  less  to  decide  on  the  relative  usefulness  of  various 
tests  in  the  discriminations  of  various  kinds  of  proteids,  the 
actual  nature  and  reaction  of  which  are  at  present  not  accurately 
defined. 

Signed, 

W.  Marcet. 


May  6th,  1886. 


William  M.  Oed. 
John  Cavapy. 


Appendix  to  the  Report  op  the  Albumin  Tests 
Committee. 

Experiments  to  ascertain  how  far  albuminous  urine  may  be 
diluted  with  water  and  with  urine  absolutely  free  from  albu- 
min and  still  give  the  albuminous  reactions,  and  on  the 
delicacy  of  the  tests  applied  to  serum  and  white  of  egg  in 

urine. 

The  following  sample  of  albuminous  urine  was  kindly 
supplied  (together  with  many  others)  by  Dr.  Maudsley  from 
the  University  College  Hospital. 

The  urine  was  acid  ;  boiled  in  a  test  tube  it  gave  a  volume 
of  precipitated  albumin  approximately  equal  to  two- thirds  of 
the  fluid,  and  was  therefore  highly  albuminous.  The  albumin 
was  determined  in  25  cubic  centimetres  of  this  urine  by  boiling. 
The  precipitate  was  collected  on  a  filter,  washed  thoroughly, 
and  then  driven  out  of  the  filter  into  a  weighed  capsule 
with  a  stream  of  very  pure  distilled  water,  the  whole  was 
evaporated  to  dryness  and  the  residue  weighed.  This  is  a 
method  I  have  used  formerly.  The  filtrate  from  the  coagu- 
lated albumin  was  tested  and  found  free  from  albumin  so  that 
all  the  albumin  had  been  precipitated.  The  weight  of  albu- 
min thus  obtained  was  0*3345  grammes  =  5*159  grains.     Five 
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cubic  centimetres  of  this  urine  mixed  witli  200  cubic  centi- 
metres of  distilled  water,  or  diluted  forty  times,  gave — 

With,  picric  acid,  a  distinct  haze. 

With  acid  brine,  a  decided  haze  at  line  of  junction. 

With  potassio-ferric  cyanide  and  citric  aicd  pellets  a 
cloud. 

Five  cubic  centimetres  of  urine  mixed  with  250  cubic 
centimetres  of  water,  or  1  to  50,  gave — 

With  picric  acid,  a  slight  haze. 

With  acid  brine,  picric  acid  and  brine  and  Pavy's  pellets, 
a  clear  reaction  for  albumen. 

Five  cubic  centimetres  of  urine  mixed  with  350  cubic 
centimetres  of  water,  1  to  70,  showed  the  positive  presence  of 
albumin  with  the  four  above  tests. 

Five  cubic  centimetres  of  urine  mixed  with  400  cubic 
centimetres  of  water,  or  1  to  80.  The  four  tests  showed  the 
presence  of  albumin. 

Five  cubic  centimetres  of  urine  mixed  with  500  cubic 
centimetres  of  distilled  water,  or  1  to  100. 

With  picric  acid  (cold),  a  haze  just  visible  when  compared 
with  a  clear  dilute  solution  of  picric  acid  (would  in  all  proba- 
bility have  been  increased  by  boiling)  ;  the  other  three  tests 
gave  a  slight  reaction  showing  the  presence  of  albumin. 

Five  cubic  centimetres  of  urine  mixed  with  600  cubic 
centimetres  of  water,  or  1  to  120,  gave — 

With  picric  acid  (cold),  a  faint  haziness. 

With  picric  acid  brine,  a  distinct  haze  at  line  of  junction. 

With  acid  brine,  a  faint  haze  at  line  of  junction. 

With  potassio-ferric  cyanide,  a  faint  haze. 

Five  cubic  centimetres  of  urine  mixed  with  1200  cubic 
centimetres  of  water,  or  1  to  240.  Picric  acid  (cold)  gave 
a  faint  haze.  The  other  three  tests  gave  a  faint  though 
distinct  reaction.  The  next  day  I  submitted  the  same  fluid 
to  the  tests,  the  albumin  was  still  to  be  found  but  the 
reactions  were  very  faint. 

This  experiment  shows  that,  so  far  as  can  be  concluded  by 
dilution  with  water,  the  yw^^  P^^^  of  an  amount  of  albumin, 
considered  roughly  as  loading  a  sample  of  urine,  is  still  to  be 
detected  by  the  above  tests.  The  potassio-mercuric  iodide 
was  inadvertently  not  used  in  these  experiments. 

Twenty-five  cubic  centimetres  of  this  urine  contained 
originally  0*3345  gramme  of  albumin  and  the  5  cubic  centi- 
metres of  urine  (submitted  to  various  dilutions)  0*0669 
gramme  of  albumin.     In  the  highest  dilution,  5  cubic  centi- 
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metres  only  contained  0*00028  gramme  of  albumin,  or  0"004 
grain,  wliich  was  still  to  be  detected. 

Experiment  to  ascertain  how  far  albuminous  urine  may  be 
diluted  with  urine  absolutely  free  from  albumin  and  still 
give  the  reaction. 

A  sample  of  urine  whicli  contained  most  albumin,  from  a 
number  of  samples  examined,  was  selected  for  diluting  with 
urine  free  from  albumin,  as  shown  by  the  five  tests. 

The  albumin  was  determined  in  50  cubic  centimetres  of 
this  albuminous  urine  by  the  same  method  as  that  previously 
described,  and  found  to  amount  to  0*220  grammes  (3*395 
grains),  or  0*11  grammes  in  25  cubic  centimetres,  which  is 
about  one  third  of  the  amount  obtained  in  the  corresponding 
experiment  with  the  aqueous  dilution. 

1st.  Five  cubic  centimetres  of  this  albuminous  urine  were 
added  to  300  cubic  centimetres  of  pure  urine,  or  1  to  60.  All 
five  tests  gave  the  reaction  after  a  few  minutes,  it  was  perhaps 
best  marked  with  the  potassio-mercuric  iodide. 

2nd.  Five  cubic  centimetres  of  the  albuminous  urine  were 
mixed  with  600  cubic  centimetres  of  pure  urine  (50  cubic 
centimetres  of  last  solution  with  50  cubic  centimetres  of  pure 
urine).  Picric  acid  gave  no  reaction,  the  other  four  tests 
gave  a  slight  reaction;  with  potassio-mercuric  iodide  a  dis- 
tinct haze  was  produced.  The  present  fluid  contained  5  to 
600,  or  one  part  of  albuminous  urine  to  120  of  healthy  urine. 
The  lines  at  the  junction  of  the  fluids  increased  after  a  time. 
This  may  be  considered  about  the  highest  state  of  dilution 
with  urine  admitting  of  the  detection  of  albumin.  The  weight 
of  albumin  was  0*022  grammes  dissolved  in  600  cubic  centi- 
metres of  water,  or  0*0037  per  cent. ;  supposing  five  cubic 
centimetres  of  this  urine  to  be  used  for  testing  in  a  test  tube, 
this  would  actually  contain  only  0*00018  grammes  of  albumin, 
equal  to  0*0017  of  a  grain. 

In  the  above  experiments  picric  acid  was  inadvertently 
again  used  without  boiling ;  had  the  mixture  been  boiled,  the 
effect  of  the  test  would  have  been  undoubtedly  more  distinct ; 
indeed  picric  acid  and  boiling  is  in  no  way  inferior  to  the 
other  tests. 
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The  tests  for  albuminous  urine  applied  to  serum. 

Experiment  1. — One  drop  of  pig's  blood-serum  was  added 
to  50  cubic  centimetres  of  distilled  water.  Potassio-mercuric 
iodide  and  citric  acid  gave  a  very  slight  haze,  increasing  after 
a  few  minutes. 

Two  drops  of  serum  in  50  cubic  centimetres  of  water  = 
an  increased  haze. 

Four  drops  of  serum  in  50  cubic  centimetres  of  water  =  a 
slight  milkiness. 

Five  drops  of  serum  in  50  cubic  centimetres  of  water  = 
milkiness  increasing. 

The  five  tests  applied  : 

1 .  Drop  of  serum  added  to  50  cubic  centimetres  of  water, 
boiling,  and  then  a  few  drops  of  dilute  nitric  acid  added,  gave 
a  very  slight  haze.  Picric  acid  and  boiling  =  a  decided 
haze. 

2.  Picric  acid  and  brine  =  a  faint  line  at  junction  after 
some  minutes. 

3.  Acid  brine  =  a  positive  line,  but  only  after  about  a 
quarter  of  an  hour. 

4.  Pavy's  test  (potassio-ferric  cyanide,  and  citric  acid)  = 
a  decided  haze  amounting  to  a  very  slight  milkiness. 

5.  Potassio-mercuric  iodide  =  a  faint  haze  hardly  sufficient 
as  a  test,  but  increasing  in  sharpness  on  standing. 

In  these  last  experiments,  picric  acid  with  boiling,  and 
Pavy's  pellets  gave  the  most  marked  reactions. 

Experiment  2. — Two  drops  of  serum  and  50  cubic  centi- 
metres of  distilled  water,  boiled,  and  then  a  few  drops  of 
dilute  nitric  acid  added  =  a  distinct  haze. 

1.  Picric  acid  (equal  to  solution  in  volume),  and  boiled  = 
a  distinct  haze. 

2.  Picric  and  brine  =  a  line  at  junction,  faint  though 
distinct. 

3.  Acid  brine  =  faint  line  though  distinct. 

4.  Pavy's  test  =  a  sharp  reaction  amounting  to  light 
milkiness. 

5.  Potassio-mercuric  iodide  and  citric  acid  =  a  marked 
haze. 

In  this  last  experiment  all  the  tests  gave  the  reaction  for 
albumin. 

Experiment  3. — A  sample   of  urine  containing  traces  of 
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albumin  was  boiled  and  filtered ;  the  filtrate  was  found  free 
from  albumin  by  Pavy's  test  and  potassio-mercuric  iodide. 
This  plan  was  adopted  from  the  difficulty  of  obtaining  urine 
absolutely  free  from  albumin. 

The  tests  applied  : 

I  take  100  cubic  centimetres  of  this  urine  and  add  to  it 
one  drop  of  blood- serum.  Boiling  and  then  adding  dilute 
nitric  acid  =  nil. 

1.  Picric  acid  solution  and  boiled  ==  nil. 

2.  Picric  and  brine  =  (line)  no  reaction.  . 

3.  Acid  brine  =  (line)  no  reaction. 

4.  Pavy's  test  =  nil. 

5.  Potassio-mercuric  iodide  and  citric  =  nil. 

In  this  case  not  one  of  the  tests  gave  the  reaction. 

I  now  take  50  cubic  centimetres  of  the  urine  just  used  and 
containing  half  a  drop  of  serum^  and  add  to  it  25  cubic  centi- 
metres of  urine  with  which  half  a  drop  of  serum  has  been 
mixed  (prepared  by  dilution  of  one  drop  and  halving).  I 
therefore  have  75  cubic  centimetres  of  urine  containing  one 
drop  of  serum.     This  I  subject  to  the  tests  : 

Boiling  and  then  adding  dilute  nitric  acid  =  nil. 

1.  Picric  acid  and  boiling  =  a  haze. 

2.  Picric  and  brine  =  a  distinct  line  at  junction. 

3.  Acid  brine  =  a  cloud  at  line. 

4.  Potassio-mercuric  iodide  and  citric  =  no  apparent 
reaction.* 

5.  Potassio-mercuric  iodide  and  citric  =  an  immediate 
and  marked  haze. 

Therefore  one  drop  of  serum  in  75  cubic  centimetres  of 
urine  gave  an  obvious  reaction ;  while  one  drop  of  serum 
in  100  cubic  centimetres  of  urine  gave  no  appreciable 
reaction. 

Prom  a  series  of  experiments  the  approximate  mean  volume 
of  one  drop  of  serum  was  taken  as  0'059  cubic  centimetres, 
say  0'059  gramme  in  weight. 

This  0*059  gramme  of  serum  (if  1000  of  serum  contain 
78*84  of  albumin — Lehmann)  would  hold  0*00465  gramme 
of  albumin;  therefore  as  little  as  0*00465  gramme  or  0*0717 
grain  of  albumin  from  serum  can  be  detected  in  75  cubic 
centimetres  or  2*60  ounces  of  urine. 

The  results  of  the  present  inquiry  show  the  following  to 
be  the  minimum  proportions  of  albumin  detected  either  in 
water  or  in  urine. 

*  The  reaction  might  have  appeared  after  waiting. 
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Smallest  proportion  of  albumin  of  1  0'0230  grains  of  albu- 

urine  detected  in  water.  J       min  in  one  ounce. 

Smallest  proportion  of  albumin  oi\  0"0163  grains  of  albu- 

urine  detected  in  urine.  J      min  in  one  ounce. 

Smallest    proportion    of    albumin  |  0*02  76  grains  of  albu- 

from  serum  detected  in  urine.  J  min  in  one  ounce. 
It  follows^  so  far,  tliat  the  delicacy  of  the  tests  for  albumin 
does  not  appear  to  vary  within  wide  limits,  whether  applied 
to  albuminous  urine  diluted  with  water,  or  albuminous  urine 
diluted  with  pure  urine,  or  serum  diluted  with  urine  free  from 
albumin,  these  experiments  yielding  but  very  general  reults, 
and  it  may  be  concluded  that  the  minimum  amount  of  albumin 
to  be  detected  in  urine  by  the  tests  experimented  with  is 
somewhat  between  O'Ol  grains  and  0"03  grains  in  one  ounce. 


The  tests  for  albuminous  urine  applied  to  white  of  egg. 

Experiment  1. — One  drop  of  white  of  egg  was  added  to  50 
cubic  centimetres  of  distilled  water. 

Boiling  and  adding  afterwards  a  few  drops  of  dilute  nitric 
acid  =  a  very  slight  haze. 

1.  Picric  acid,  cold  =  barely  visible  haze. 

Picric  acid,  boiled  =  much  the  same  as  in  the  cold. 

2.  Picric  acid  and  brine  =  no  reaction. 

3.  Acid  brine  =  no  reaction. 

4.  Pavy's  pellets  =  slight  haze. 

5.  Potassio-mercuric  iodide  and  citric  =  slight  haze. 
The  next  day  all  the  tests  showed  the  reaction. 
Experiment  2. — Two  drops  of  white  of  egg  were  added  to 

50  cubic  centimetres  of  distilled  water. 

All  five  tests  gave  the  reaction  for  albumin,  but  the  lines 
(at  junction)  with  picric  and  brine  and  acid  brine  were  slow  in 
appearing,  while  with  the  other  tests  the  reaction  was  more 
rapid,  say  immediate. 

Experiment  3. — One  drop  of  white  of  egg  was  added  to 
50  cubic  centimetres  of  urine  freed  from  traces  of  albumin  by 
boiling  and  filtering. 

Boiling  and  then  adding  dilute  nitric  acid  =  a  slight  haze. 

1.  Picric  acid  and  boiling  =  a  decided  haze. 

2.  Picric  and  brine  =  a  very  faint  line  after  some  minutes. 

3.  Acid  brine  =  same  as  last. 

4.  Pavy's  pellets  =  a  questionable  haze. 

5.  Picric  and  brine  =  a  very  faint  line. 
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As  a  rule  the  reactions  became  sharper  on  standing. 

Experiment  4. — Two  drops  of  white  of  egg  were  added  to 
50  cubic  centimetres  of  urine  freed  from  albumin  by  boOing 
and  filtering : 

Boiling  gave  a  haze. 

Picric  acid  =  a  haze,  increased  by  boiling. 

The  other  four  tests  gave  a  sharp  reaction;  picric  and 
brine  and  acid  brine  being  somewhat  slow  in  developing  the 
line. 

(Signed) 

W.  Maecet,  M.D.,  F.E.S. 
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Artery,  external  iliac,  two  cases  of  ligature  of  (Walter  Rivington)      45 
common  femoral  and  external  iliac,  ligature  of,  for  trau- 
matic inguinal  aneurism  (0.  Mansell-Moullin)         .         .         .     137 

hepatic,  case  of  aneurism  of  (R.  Caton)       ....     275 

•  meningeal,  a  case  of  trephining  for  compression  by  a  clot 


derived  from  a  lacerated  ;  suggesting  temporary  or  permanent 
closure  of  the  carotid  as  a  means  of  controlling  the  haemor- 
rhage (Charters  J.  Symonds) 12 

Bakee  (W.  Morrant),  a  case  of  diffused  purulent  peritonitis.         .       43 

Ballance  (C.  a.),  rodent  ulcer  of  the  pinna  [described  by  card].    331 

Barker  (Arthur  E.  J.),  ununited  fracture  of  the  clavicle  causing 

pressure  on  the  brachial  plexus  and  writers'  cramp  ;  excision 

of  the  false  joint  and  wiring  of  fragments ;  perfect  union  and 

complete  relief  of  nerve  symptoms 104 

acute  intestinal  obstruction  followed  by  acute  general  peri- 
tonitis ;  abdominal  section  ;  release  of  implicated  bowel ;  peri- 
toneum thoroughly  sponged  out ;  rapid  recovery     .         .         .     149 
Baelow   (Thomas)  and  R.  J.  Godlee,  a  case  of  suppuration 
around     the    vermiform    appendix    treated    by    abdominal 

incision 88 

Baruria  in  a  woman  (S.  West) 190 

Baewell  (R.),  on  gastrostomy 56 

Battle  (W.  H.),  Charcot's  disease  of  knee-joint,  two  months ; 

fracture  of  patella,  ununited  ten  years  [described  by  card]     .     337 
Bones,  elongation  and  deformity  of,  in  congenital  syphilis  (G.  H. 

Makins) 323 

Brain,  see  Hernia  cerebri. 

Beistowe  (J.  S.),  congenital  syphilis ;  gummata  of  liver ;  hectic 

temperature 249 

BuENET  (R.  W.),  on  a  case  of  hydatids  of  the  liver,  opening  into 

right  lung  ;  excavation  of  whole  of  lower  lobe  ....     254 

Calculi,  case  of  a  chain  of,  occupying  the  urethra  and  bladder, 

removed  by  median  lithotomy  (R.  J.  Godlee)  ....    319 
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Calculus  impacted  in  one  ureter;  atrophy  of  the  kidney  of  the 

opposite  side  (T.  Pickering  Pick) 270 

Canal,  congenital,  in  the  raphe  of  the  scrotum  (V.  Horsley) .        .     325 

Cancer  of  pylorus,  case  of  jejunostomy  for  (0.  H.  Golding-Bird)  .       70 

Carotid,  a  case  of  trephining  for  compression  by  a  clot  derived 
from  a  lacerated  meningeal  artery,  suggesting  temporary  or 
permanent  closure  of  the,  as  a  means  of  controlling  the 
hgemorrhage  (Charters  J.  Symonds)  .         .         .         .         .12 

Carrington  (R.  E.),  medical  aspect  of  Mr.  Golding-Bird's  case  of 

jejunostomy  for  cancer  of  the  pylorus 78 

Carter  (R.  Brudenell),  case  of  complete  recovery  of  vision  in 

amaurosis  consecutive  to  malarial  fever 116 

Casts,  see  Hyaline  casts. 

Caton  (Richard),  case  of  aneui'ism  of  hepatic  artery      .        .        .     275 

Cavafy  (John),  see  Albmnin  Tests  Committee  Report. 

Charcot's  disease  of  knee-joint  two  months  ;  fracture  of  patella, 

ununited,  ten  years  (W.  H.  Battle) 337 

Cholecystotomy,  some  remarks  on,  with  the  reports  of  two  success- 
ful cases  (A.  W.  Mayo  Robson)         ......       17 

Churton  (Thomas),  aortic  aneurism  (arch),  galvano-puncture  five 
years  ago  ;  formation  of  subcutaneous  outgrowth  (recent) ; 
galvano-punctures  ;  death  twenty  minutes  after  last  puncture 
from  i-upture  of  first  aneurism  into  bronchus  ;  soft  clot  only 
in  second  sac 261 

Clark  (Sir  Andrew),  a  case  of  prostatitis  accompanied  by  the  dis- 
charge of  hyaline  casts      ........       95 

Clavicle,  ununited  fracture  of,  causing  pi'essure  on  the  brachial 
plexus  and  writers'  cramp ;  excision  of  the  false  joint  and 
wiring  of  the  fragments  ;  perfect  union  and  complete  relief  of 
nerve  symptoms  (A.  E.  J.  Barker) 104 

Clutton  (H.  H.),  large  cervical  spina  bifida  undergoing  sponta- 
neous cure 99 

. tubercular  ulceration  of  palate,  pharynx,  ears,  and  nose ; 

subsequent  (?)  lupus  of  face 197 

Crico-arytsenoidei  postici,  pai-esis  of  (F.  de  Havilland  Hall)  .         .      80 

Deformity,  congenital,  of  the  upper  extremities  (R.  W.  Parker)  311 

Dent  (C.  T.),  a  case  of  gastrostomy 63 

Duckworth  (Sir  Dyce),  a  fatal  case  of  poisoning  by  nitric  acid  53 
Duodenum,  chronic  simple  ulcers  of,  without  symptoms  until  the 

occurrence  of  perforation  (Samuel  West)           ....  113 

Elephantiasis  of  leg  (S.  Mackenzie) 316 
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Elephantiasis  or  myxcedema ;  a  case  for  diagnosis  (S.  Mackenzie,  for 

Dr.  Handford,  of  Nottingham) 327 

Embolism,  septic,  of  the  heart  and  left  lung  in  a  case  of  suppura- 
tion of  the  mastoid  cells,  in  which  recovery  followed  trephining 
of  the  mastoid  process,  &c.,  with  remarks  on  the  prevention  of 
septic  embolism  in  such  cases  (Victor  Horsley)        .        .        .     290 

Epidemic  febrile  illness  at  a  school,  clinical  notes  on  (Edward 

Seaton) .        .26 

Epilepsy  and  megrim,  a  new  symptom  of  (Angel  Money)       .        .110 

Erythema  nodosum,  especially  dealing  with  its  connection  with 

rheumatism  (S.  Mackenzie) 215 

Excision  of  knee-joint  in  a  case  of  ununited  fracture  of  the  patella ; 

cured  (J,  R.  Lunn) 259 

of  false  joint  in  case  of  ununited  fracture  of  the  clavicle 

(A.  E.  J.  Barker) 104 

on  treatment  of  ncevus  by  (R.  W.  Parker)  ....     279 

Extremities,  upper,  case  of  congenital  deformity  (R.  W.  Parker)    311 

Febrile  epidemic  illness  at  a  school,  clinical  notes  on  (Edward 

Seaton) 26 

Fever,  malarial,  case  of  complete  recovery  of  vision  in  amaurosis 

consecutive  to,  (R.  B.  Carter) 116 

Fracture,  ununited,  of  clavicle  causing  pressure  on  the  brachial 
plexus  and  writers'  cramp ;  excision  of  the  false  joint  and 
wiring  of  the  fragments  ;  perfect  union  and  complete  relief  of 
nerve  symptoms  (A.  E.  J.  Barker)    ......     104 

■  of  patella,  ununited  ten  years;  Charcot's  disease 

of  knee-joint,  two  months  (W.  H.  Battle)         ....     337 

in  a  man  set.  44. ;  four  and  a  half  inches 

separation  of  fragments ;  excision  of  knee-joint ;  cured  (John 

R.  Lunn) 259 

• vertical,  of  head  of  radius  with  fi-acture  of  coronoid  process 

of  ulna,  treated  by  removal  of  the  fractured  portions  (B. 
Wainewright) 332 

Galvano-puncture  for  aortic  aneurism  (arch)  five  years  ago ;  forma- 
tion of  subcutaneous  outgrowth  (recent) ;  galvano-punctures ; 
death  twenty  minutes  after  last  puncture  from  rupture  of  first 
aneurism  into  bronchus;    soft  clot  only  in  second  sac  (T. 

Churton) 261 

Gangrene,  symmetrical,  of  ears  (Raynaud's  disease  ?)  (H.  Larder)     331 

Gastrostomy  (R.  Barwell) 56 

case  of  (C.  T.  Dent) 63 
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Gastrostomy,  case  of,  in  a  boy  aged  four  years  (J.  H.  Morgan)       .      66 

GoDLEE  (R.  J.),  case  of  a  cliain  of  calculi  occupying  tlie  urethra 
and  bladder,  removed  by  median  lithotomy ;  (notes  of  history 
by  Dr.  A.  H.  Robinson)  [described  by  card]     ....     319 

• a  case  of  removal  of  a  tumour  of  the  neck  causing  injury  to 

the  cervical  sympathetic  [described  by  card]    ....     321 

a  case  of  myositis  ossificans  [described  by  card]  .        .    333 

see  Barlow  and  Godlee,  suppuration  around  the  vermiform 


appendix  treated  by  abdominal  incision. 

GoLDiNG-BiRD  (C.  H.)  on  a  case  of  jejunostomy  for  cancer  of  the 

pylorus  [with  medical  report  by  Dr.  Carrington]    ...       70 

GOODHAET  (James  F.),  cases  of  meningitis  of  obscure  origin         .     131 

intussusception  of  the  upper  part  of  the  jejunum  of  twenty- 
one  months'  standing  from  polypoid  growth    ....     146 

Gummata  of  liver ;  congenital  syphilis  ;  hectic  temperature  (J.  S. 

Bristowe) 249 

Hsematemesis  with  melaena,  case  of,  in  which  blood  was  first 
vomited  twenty-one  and  a  half  hours  after  birth ;  fatal  within 
twenty-four  hours  (T.  H.  Sawtell) 1 

Hall  (F.  de  Havilland),  aneurism  of  the  ascending  and  transverse 
portions  of  the  arch  of  the  aorta,  pressure  on  the  trachea  and 
bronchi,  on  the  left  recurrent  and  (?)  left  vagus ;  paresis  of 
the  crico-arytaenoidei  postici      .......       80 

Handford  (H.),  a  case  for  diagnosis  :  myxoedema  or  elephantiasis    327 

Hepatic  artery,  see  Artery. 

Hernia  cerebri,  successfully  treated  by  closing  the  opening  in  the 

skull  with  a  silver  plate  (R.  Maclai-en) 159 

strangulated  umbilical,  two  cases  treated  by  excision  of  the 

sac  and  skin  covering,  with  suture  of  the  ring  (R.  Clement 
Lucas) 5 

Herringham  (W.  P.),  case  of  swollen  parotid,  probably  catarrhal 

[described  by  card] 306 

Holmes  (T.)  a  case  illustrating  the  diagnosis  of  interstitial  or 

subpleural  laceration  of  the  lung       ......     244< 

HoRSLEY  (Victor),  a  case  of  suppuration  of  the  mastoid  cells  com- 
plicated by  thrombosis  in  the  right  lateral  sinus  with  septic 
embolism  of  the  heart  and  left  lung,  in  which  recovery  fol- 
lowed trephining  of  the  mastoid  process,  &c.,  with  remarks  on 
the  prevention  of  septic  embolism  in  such  cases       .         .         .     290 

r-  a  case  of  a  congenital  canal  in  the  raphe  of  the  scrotum 

[described  by  card] 325 
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Hutchinson  (Jonathan)  a  case  of  necrosis  of  the  lower  jaw  from 

the  medicinal  use  of  phosphorus 194 

(for  Mr.  Sympson,  of  Lincoln)  case  of  myositis' ossificans 

[described  by  card] 315 

Hyaline  casts,  case  of  prostatitis  accompanied  by  the  discharge  of 

(Sir  Andrew  Clark) 95 

Hydatids  of  liver,  case  of,  opening  into  right  lung,  excavation  of 

whole  of  lower  lobe  (R.  W.  Burnet) 254 

Hystei'ical  pyrexia  (W.  Hale  White) 124 

Ichthyosis  sebacea  (T.  D.  Savill) 330 

Inflammation,  simultaneous,  of  several  serous  membranes  (W.  Hale 

White) 296 

Intestinal  obstruction,  acute,  followed  by  acute  general  peritonitis; 

abdominal  section  ;  rapid  recovery  (A.  E.  J.  Barker)       .         .     149 

. following  upon  ovariotomy,  case  of  laparo- 
tomy for  (W.  A.  Meredith)         209 

Intussusception  of  the  upper  pai-t  of  the  jejunum  of  twenty-one 

months'  standing  from  polypoid  growth  (J.  F.  Goodhart)       .     146 

Jejunostomy,  case  of,  for  cancer  of  the  pylorus  (C.  H.  Golding- 

Bird) 70 

Jejunum,  intussusception  of  upper  part,  of  twenty-one  months' 

standing  from  polypoid  growth  (J.  F.  Goodhart)     .         .         .     146 

Jaw,  lower,  case  of  necrosis  of,  from  the  medicinal  use  of  phos- 
phorus (J.  Hutchinson) 194 

-  case  of  removal  of  anterior  pai-t  (C.  Stonham)         .     312 

KiDD  (Percy),  aneurism  of  the  aorta;  extravasation  of  blood  into 
the  posterior  mediastinum,  compressing  the  oesophagus  and 
vagus  nei'ves,  and  rapture  into  tlie  abdominal  cavity,  asso- 
ciated during  life  with  frequent  vomiting         ....    266 

Kidney,  atrophy  of;  impaction  of  stone  in  ureter  of  the  opposite 

side  (T.  Pickering  Pick) 270 

Knee-joint,   excision   of,   in  a  case  of  ununited  fracture  of  the 

patella ;  cured  (J.  R.  Lunn) 259 

Laparotomy,  see  Abdominal  section. 

Larder  (H.),  a  case  of  symmetrical  gangrene  of  ears  (Raynaud's 

disease?)  [described  by  card] 331 


Index,  357 

PAGE 

Ligature,  see  Arteries. 

Lithotomy,  median,  for  chain  of  calculi  occupying  the  urethra 

and  bladder  (R.  J.  Godlee) 319 

Lithotrity,  a  case  of,  at  a  single  sitting  in  a  boy  ten  years  old 

(W.  J.  Walsham) 240 

Liver,  gummata  of;  congenital  syphilis;  hectic  temperature  (J. 

S.  Bristowe) 249 

■  hydatids  of,  opening  into  right  lung ;  excavation  of  whole 

of  lower  lobe  (R.  W.  Burnet) 254 

Locomotor  ataxy,  case  of  popliteal  aneurism  in  a  patient  the  sub- 
ject of;  cured  by  pressure  (A.  E.  T.  Longhurst)      .        .        .     205 

LoNGHURST    (Arthur  E.  T.),  case  of  popliteal   aneurism   in   a 

patient  the  subject  of  locomotor  ataxy,  cured  by  pressure       .     205 

Lucas  (R.  Clement),  two  cases  of  strangulated  umbilical  hernia 
treated  by  excision  of  the  sac  and  skiu  covering,  with  suture 
of  the  ring 5 

Lung,  interstitial  or  subpleural  laceration,  case  illustrating  the 

diagnosis  of  (T.  Holmes) 244 

right,  excavation  of  whole  of.lower  lobe  in  case  of  hydatids 

ofliver(R.  W.Burnet) 254 

IjTJnn  (John  R.),  a  case  of  ununited  fracture  of  the  patella  in  a 
man  aged  44 ;  four  and  a  half  inches  separation  of  fragments ; 
excision  of  knee-joint;  cured     .......     259 

a   case   of    chronic   ulcer    of    the    lower    lip    (growth  ?) 

[described  by  card] 331 

Lupus   (?)   of    face  following  tubercular  ulceration    of  palate, 

pharynx,  ears  and  nose  (H.  H.  Glutton)   .        .  197 


Mackenzie  (Stephen),  on  erythema  nodosum,  especially  dealing 

with  its  connection  with  rheumatism        .....     215 

a  case  of  symmetrical  morphcea,  associated  with  alopecia 

areata  [described  by  card] 308 

elephantiasis  of  leg  [described  by  card]       ....    316 

two  cases  of  associated  paralysis  of  the  tongue,  soft  palate. 


and  vocal  cord  on  the  same  side  [described  by  card]        .        .317 
(for  Dr.  Handford,  of  Nottingham),  a  case  for  diagnosis 


myxcedema  or  elephantiasis  [described  by  card]       .         .         ,     327 
Maclaren   (Roderick),  hernia  cerebri  successfully  treated  by 

closing  the  opening  in  the  skull  with  a  silver  plate  .        .         .     159 
Makins  (G.  H.),  elongation  and  deformity  of  the  bones  in  con- 
genital syphilis  [described  by  card] 323 
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Maucet  (W.),  see  Albumin  tests  Committee  Report  and  Appendix. 

Mastoid  cells,  case  of  suppuration  of,  complicated  by  thrombosis 

in  the  right  lateral  sinus  with  septic  embolism  of  the  heart 

and  left  lung,  in  whicli  recovery  followed  trephining  of  the 

mastoid  process,    &c.,    with  remarks   on   the   prevention  of 

septic  embolism  in  such  cases  (Victor  Horsley)       .         .         .     290 

Megrim  and  epilepsy,  a  new  symptom  of  (Angel  Money)        .         .     110 

Melaena,   case  of  haematemesis   with,  in  which  blood  was   first 

vomited  twenty-one  and  a  half  hours  after  birth ;  fatal  within 

twenty-four  hours  (T.  H.  Sawtell) 1 

Meningeal  artery,  see  Artery. 

Meningitis  of  obscure  origin  (James  F.  Goodhart)  .         .         .     131 

Meredith  (W.  A.),  a  case  of  laparotomy  for  the  relief  of  intes- 
tinal obstruction  following  upon  ovariotomy    ....     209 
Money  (Angel),  a  new  symptom  of  megrim  and  epilepsy      .        .     110 
Morgan  (John  H),  a  case  of  gastrostomy  in  a  boy  aged  four 

years 66 

case  of  unusual  form  of  spina  bifida  [described  by  card]    .     303 

Morphoea,  symmetrical,  case  of,  associated  with  alopecia  ai-eata 

(S.Mackenzie) 308 

MouLLiN  (0.  Mansell),  traumatic  inguinal  aneurism;  rupture  of 

sac;  ligature  of  common  femoral  and  external  iliac  arteries  .     137 
Myers  (A.  T.),  see  Whipham  and  Myers,  chronic  nervous  sequela3 

of  smallpox. 
Myositis  ossificans,  case  of  (J.  Hutchinson,  for  Mr.  Sympson,  of 

Lincoln) 315 

case  of  (R.  J.  Godlee) 333 

Myxcedema,  case  of  (T.  D.  Savill) 306 

or  elephantiasis  ;  a  case  for  diagnosis  (S.  Mackenzie,  for 

Dr.  Handford,  of  Nottingham) . 327 

Nsevus,  on  treatment  of,  by  excision,  to  which  is  appended  a 
clinical  analysis  of  564  cases  of  na^vus;  together  with  the 
microscopic  nature  of  this  condition  (R.  W.  Parker)       .         .     279 

Neck,   tumour  of,  causing  injury  to    the    cervical    sympathetic; 

removal  (R.  J.  Godlee)       ........     321 

•  congenital,  rising  and  falling  with  respiration  (R. 

W.  Parker) 322 

Necrosis  of  lower  jaw  from  the  medicinal  use  of  phosphorus  (J. 

Hutchinson) 194 

Nervous  sequelae  of  smallpox,  see  Smallpox. 

Nitric  acid,  fatal  case  of  poisoning  by  (Sir  Dyce  Duckworth)         .      53 
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Ord  (William  M.),  see  Albumin  Tests  Committee  Report. 
Ovariotomy,  acute  intestinal  obstruction  following  upon ;  laparo- 
tomy for  (W.  A.  Meredith) .     209 

Paget  (Stephen),  synovial  cyst  of  tlie  calf  from  chronic  synovitis 

of  the  knee  [described  by  card] 329 

Paralysis,  associated,  of  the  tongue,  soft  palate,  and  vocal  cord  on 

the  same  side,  two  cases  (S. 'Mackenzie) 317 

Paresis  of  crico-arytsenoidei  postici  (F.  de  Havilland  Hall)     .         .       80 

Parker  (Robert  William),  on  the  ti-eatment  of  nsevus  by  excision ; 
to  which  is  appended  a  clinical  analysis  of  564  cases  of  nsevus, 
together  with  the  microscopic  nature  of  this  condition  .        .     279 

■ congenital  deformity  of  the  upper  exti-emities  [described 

by  card] 311 

congenital  tumour  in  the  right  side  of  the  neck  rising  and 

falling  with  respiration  [described  by  card]      ....     322 

Parotid,  swollen,  probably  catarrhal  (W.  P.  Herringham)      .         .     306 

Patella,  ununited  fracture  of,  ten  years  ;  Charcot's  disease  of  knee- 
joint,  two  months  (W.  H,  Battle) 337 

■ in  a  man  aged  44 ;  four  and  a  half  inches  sepa- 
ration of  fragments ;  excision  of  knee-joint ;  cured  (John  R. 
Lunn) 259 

Peritonitis,  acute ;  abdominal  section ;  rapid  recovery  (A.  E.  J. 

Barker) " 149 

diffuse  purulent,  case  of  (W.  Morrant  Baker)      ...      43 

idiopathic  purulent,  case  of,  in  a  child  of  ten  years ;  with 

,    autopsy  (Samuel  West) 36 

Phosphorus,  necrosis  of  lower  jaw  from  the  medicinal  use  of  (J. 

Hutchinson) .194 

Pick  (T,  Pickering),  case  of  impaction  of  stone  in  one  ureter ; 

atrophy  of  the  kidney  of  the  opposite  side        ....     270 

Pneumothorax,  cases  of  (S.  West) 227 

Poisoning  by  nitric  acid,  fatal  case  (Sir  Dyce  Duckworth)     .         .      53 

Polypoid    growth;  intussusception   of  the    upper    part    of   the 

jejunum  from  (J.  F.  Goodhart) 146 

Pringle  (J.  J),  symmetrical  guttate  scleroderma  [described  by 

card] /    .        .        .     313 

Prostatitis,  case  of,  accompanied  by  the  discharge  of  hyaline  casts 

(Sir  Andrew  Clark) .         .95 

Pylorus,  cancer  of,  case  of  jejunostomy  for  (C.  H.  Golding-Bird)  .       70 

Pyrexia,  hysterical  (W.  Hale  White) 124 
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Radius,  vertical  fracture  of  head  of,  with  fracture  of  coronoid 
process  of  ulna,  treated  by  removal  of  the  fractured  portions 
(B.  Wainewright) 332 

Raynaud's  disease  (?),  symmetrical  gangrene  of  ears  (H.  Larder)  .     331 

Rheumatism,  connection    of  erythema    nodosum    with  (S.   Mac-. 

kenzie) 215 

Rivington  (Walter),  two  cases  of  ligature  of  the  external  iliac 

artery.         ...........       45 

Robinson  (A.  H.),  notes  of  history  of  case  of  chain  of  calculi 
occupying  the  urethra  and  bladder,  removed  by  median 
lithotomy  by  Mr.  Godlee  [described  by  card]  ....     319 

ROBSON  (A.  W.  Mayo),  some  remarks  on  cholecystotomy,  with 

the  reports  of  two  successful  cases 17 

Rodent  ulcer,  see  Ulcer. 

Roth  (Bernai-d),  extreme  lateral  cm-vature  of  the  spine,  treated 
for  five  years  with  spinal  supports,  shown  previous  [and  sub- 
sequent] to  treatment  by  "posture  and  exercise  "  [described 
by  card] 302 

Savill  (T.  D.),  case  of  myxoedema  [described  by  card]  .        .         .     306 

■ ichthyosis  sebacea  [desci-ibed  by  card]        ....     330 

Sawtell  (T.  H.),  a  case  of  haematemesis  with  melsena,  in  which 
blood  was  first  vomited  twenty-one  and  a  half  hours  after 
birth ;  fatal  within  twenty-four  hours 1 

Scleroderma,  symmetrical  guttate  (J,  J.  Pringle)  ....     313 

Scrotum,  case  of  congenital  canal  in  the  raphe  of  the  (Victor 

Horsley) 325 

Seaton  (Edward),  clinical  notes  on  a  febrile  epidemic  illness  at  a 

school 26 

Serous   membranes,  simultaneous  inflammation  of  several   (W. 

Hale  White) 296 

Shattock  (S.  G.),  description  of  parts  removed  after  death  from 

Mr.  Glutton's  case  of  large  cervical  spina  bifida      .         .        .     102 

Smallpox,  some  chronic  nervous  sequelae  of,  especially  aflfecting 

the  speech  (T.  Whipham  and  A.  T.  Myers)      ....     164 

Soft  palate,  tongue  and  vocal  cord,  two  cases  of  associated  para- 
lysis of,  on  the  same  side  (S.  Mackenzie) 317 

Speech,  some  chronic  nervous  sequelae  of  smallpox  affecting  the 

(T.  Whipham  and  A.  T.  Myers) 164 

Spina  bifida,  large  cervical,  undergoing  spontaneous  cure  (H.  H. 
Glutton)  [with  description  of  parts  removed  after  death  by 
S.  G.  Shattock] 99 
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Spina  bifida,  case  of  unusual  form  of  (J.  H.  Morgan)      .         .         .     303 
Spine,   extreme  lateral  curvature  of,  treated  for  five  years  with 
spinal  supports,  shown  previous  [and  subsequent]  to  treat- 
ment by  "  posture  and  exercise  "  (B.  Roth)      ....     302 
Stomach,  chronic  simple  ulcers  of,  without  symptoms,  until  the 

occurrence  of  perforation  (Samuel  West)         ....     113 
Stone,  see  Calculus. 
Stonham  (C),  a  case  of  removal  of  anterior  part  of  lower  jaw 

and  the  whole  of  the  tongue  [described  by  card]     .         .         •     312 
Suppuration  around  vermiform  appendix  treated  by  abdominal 

incision  (T.  Barlow  and  R.  J.  Godlee) 88 

Symonds  (Charters  J.),  a  case  of  trephining  for  compression  by  a 
clot  derived  from  a  lacerated  meningeal  artery,  suggesting 
temporary  or  permanent  closure  of  the  carotid  as  a  means  of 

controlling  the  haemorrhage 12 

a  case  of  aneurism  occurring  in  a  stump     ....     140 

Sympson  (T.),  case  of  myositis  ossificans  [described  by  card]        .     315 
Synovial  cyst  of  the  calf  from  chronic  synovitis  of  the  knee  (S. 

Paget) 329 

Syphilis,  congenital ;  gummata  of  liver ;  hectic  temperature  (J.  S. 

Bristowe) 249 

elongation  and  deformity  of  the  bones  in  (G.  H. 

Makins) 323 

Thrombosis  in  the  right  lateral  sinus  with  septic  embolism  of  the 
heart  and  left  lung,  in  a  case  of  suppuration  of  the  mastoid 
cells,  in  which  recovery  followed  trephining  of  the  mastoid 
process,  &c.,  with  remarks  on  the  prevention  of  septic  embo- 
lism in  such  cases  (Victor  Horsley) 290 

Tongue,  case  of  removal  of  (C.  Stonham) 312 

soft  palate  and  vocal  cord,  two  cases  of  associated  paralysis 

of,  on  the  same  side  (S.  Mackenzie) 317 

Trephining,  a  case  of,  for  compression  by  a  clot  derived  from  a 
lacerated  meningeal  artery,  suggesting  temporary  or  perma- 
nent closure  of  the  carotid  as  a  means  of  controlling  the 
haemorrhage  (Charters  J.  Symonds) 12 

Tubercular  ulceration  of  palate,  pharynx,  ears  and  nose ;  subse- 
quent (?)  lupus  of  the  face  (H.  H.  Clutton)       .        .        .        .197 

Tumour  of  neck  causing  injury  to  the  cervical  sympathetic,  case 

of  removal  of  (R.  J.  Godlee) 321 

congenital,  rising  and  falling  with  respiration  (R. 

W.  Parker) 322 
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Tyson  (W.  J.),  three  cases  of  universal  alopecia,  with  remarks     .     120 

Ulceration,  see  Tubercular  ulceration. 

Ulcers,  chronic  simple,  of  stomach  and  duodenum  without  sym- 
ptoms, until  the  occurrence  of  perforation  (Samuel  West)      .     113 

of  the  lower  lip  (growth  ?  )  (J.  R.  Lunn)  .         .     331 

rodent,  of  the  pinna  (C.  A.  Ballance) 331 

Ulna,  fracture  of  coronoid  process  of,  with  vertical  fracture  of 
head  of  radius,  treated  by  removal  of  the  fractured  poi-tions 
(B.  Wainewright) 332 

Ureter,  a  case  of  stone  impacted  in ;  atrophy  of  the  kidney  on  the 

opposite  side  (T.  Pickering  Pick) 270 

Urine,  albuminous,  see  Albumin  Tests  Committee  Report  and 
Appendix. 

Vermiform  appendix,  suppuration  around,  treated  by  abdominal 

incision  (T.  Barlow  and  R.  J.  Godlee) 88 

Vision,  case  of  complete  recovery  of,  in  amaurosis  consecutive  to 

malarial  fever  (R.  B.  Carter) 116 

Vocal  cord,  tongue  and  soft  palate,  two  cases  of  associated  para- 
lysis of,  on  the  same  side  (S.  Mackenzie) 317 

Wainewright  (B.),  vertical  fracture  of  head  of  radius  with  frac- 
ture of  coronoid  process  of  ulna,  treated  by  removal  of  the 
fractured  portions  [described  by  card]      .....     332 
Walsham  (W.  J.),  a  case  of  lithotrity  at  a  single  sitting  in  a  boy 

ten  years  old 240 

acute  obliterative  arteritis  [described  by  card]    .        .        .     304 

West  (Samuel),  case  of  idiopathic  purulent  peritonitis  in  a  child 

of  ten  years,  with  autopsy 36 

chronic  simple  ulcers  of  stomach  and  duodenum  without 

symptoms,  until  the  occurrence  of  perforation         .         .        .     113 

case  of  baruria  in  a  woman  .......     190 

cases  of  pneumothorax 227 

Whipham  (Thomas)  and  A.  T.  Myers,  on  some  chronic  nervous 

sequelae  of  smallpox,  especially  affecting  the  speech        .        .     164 

White  (W.  Hale),  hysterical  pyrexia 124 

on  simultaneous  inflammation  of  several  serous  membranes     296 

Wiring  fracture,  see  Fracture. 
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